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TESTIMONY OF RONALD F. CONLEY, 
NATIONAL COMMANDER, THE AMERICAN 

LEGION 


TUESDAY, JULY 15, 2003 

U.S. Senate, 

Committee on Veterans’ Affairs, 

Washington, DC. 

The committee met, pursuant to notice, at 2:40 p.m., in room 
SR-418, Russell Senate Office Building, Hon. Arlen Specter (chair- 
man of the committee) presiding. 

Present: Senators Specter and Banning. 

OPENING STATEMENT OF HON. ARLEN SPECTER, 

U.S. SENATOR FROM THE STATE OF PENNSYLVANIA 

Chairman Specter. Good afternoon, ladies and gentlemen. We 
will convene the hearing of the Veterans’ Affairs Committee of the 
United States Senate. 

As this hearing assembles we are honored with the presence of 
Mr. Ronald F. Conley, National Commander of the American Le- 
gion. The American Legion is the foremost organization of vet- 
erans. The first veteran I knew, my father Harry Specter, was a 
member of the American Legion. I am not 100 percent sure that 
he paid his dues. He was a member of the American Legion during 
the Depression, and I think he planned to pay his dues with the 
$500 bonus which the Federal Government promised World War I 
veterans. When they reneged on the promise, I don’t know that he 
had the money to pay the dues to the American Legion. 

But one of my earliest recollections — and I am not 100 percent 
sure that I recall the event or whether I recall it having been told 
to me — was a veterans’ march on Washington to get that bonus. 
Today, when there is a demonstration in Washington, they roll out 
the red carpet. For the veterans who came that day, they rolled out 
the cavalry with drawn sabers. The major in charge of the cavalry 
was George C. Patton, and in command was the chief of staff, 
Douglas MacArthur. There is a famous picture taken on The Mall 
of MacArthur standing next to his aide-de-camp, Dwight Eisen- 
hower. Veterans were killed on that day, one of the blackest days 
in American history. 

But I remember as a youngster growing up in Wichita, Kansas, 
my father’s best friend. Max Greenberg, was in the cavalry and lost 
his hearing. He would come over for breakfast every Sunday morn- 
ing. My brother’s name was Morton. Max would always say, in Yid- 
dish, “Was macht du, Martin?” He knew him for 20 years, but he 
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didn’t know his name was Morton instead of Martin. But he was 
a proud American Legionnaire, and it is a great, great organiza- 
tion. 

Ron Conley is now closing his term as the American Legion’s Na- 
tional Commander, and he is going to report on his very active 
travel through the United States. It is very impressive that Mr. 
Conley has visited 60 of the VA’s 171 medical centers since he was 
elected National Commander, and he has some interesting and im- 
portant observations and recommendations to offer to the com- 
mittee. 

I want to thank you very much, Ron, for your fact-finding work. 
My full statement will be made a part of the record, and I am going 
to be relatively brief It is too late now to be brief, but I am going 
to be relatively brief 

[The prepared statement of Chairman Specter follows:] 

Prepared Statement of Hon. Arlen Specter, U.S. Senator from Pennsylvania 

Good afternoon, ladies and gentlemen. 

The purpose of the Committee’s hearing this afternoon is to receive the testimony 
of Mr. Ronald F. Conley, the National Commander of The American Legion. I am 
proud to be able to say that Mr. Conley is a constituent; Ron hails from the Pitts- 
burgh area where he is also a member of Steamfitters Local 449, where he has 
served on the examining board, on the finance and election committees, and as a 
union steward. 

Mr. Conley joins us today, as he closes his 1-year term as The American Legion’s 
National Commander, to report on a year of very active travel throughout the 
United States. Mr. Conley has personally visited 60 of VA’s 171 medical centers 
since he was elected National Commander in August 2002 — and he has some inter- 
esting and important observations and recommendations to offer to the Committee. 
We will be very attentive to those observations and recommendations for we know 
they come from Mr. Conley’s conversations with veterans throughout the Nation. 

Ron, I want to thank you for your fact-finding work — and I want to thank you 
also for initiating the Legion’s “I Am Not a Number” campaign. The Legion is oh- 
so correct: veterans are real men and women — men and women who answered the 
call to service. They are not numbers or “cases” or “claim folders.” VA — and the Con- 
gress — needs to be reminded of this from time-to-time. 

Before I turn the Floor over to Mr. Conley, let me share with all who are assem- 
bled today just a quick rundown of Ron Conley’s life of service. As I have previously 
stated, Ron Conley is currently the National Commander of The American Legion. 
Prior to assuming that very high position, Ron served in numerous other American 
Legion posts including: 

I. Alternate National Executive Committeeman (1988-1992); 

II. National Executive Committeeman (1992-present); 

III. Department of Pennsylvania Vice Commander (1983-1984); and 

IV. Department of Pennsylvania Commander (1987-1988). 

Ron also served as President of the Pennsylvania American Legion Convention 
Corporation, which hosted the 1993 National Convention in Pittsburgh. Perhaps 
most importantly, Ron is the Rounder and President of the American Legion for 
Homeless Veterans Corporation, an entity which operates eight residential and 
treatment facilities for homeless veterans in the Commonwealth of Pennsylvania. 

Ron served as an air policeman in the United States Air Force from 1963 to 1966. 
He is an active leader of his union — Steamfitters Local 449 in Pittsburgh, PA — and 
has been married for 39 years to the former Barbara Lou Dilgen. Mr. and Mrs. 
Conley have been blessed with five children and nine grandchildren. 

Ron, the floor is yours. 

Chairman Specter. We customarily have a time clock, but we 
are not going to put it on for you. Commander Conley. We are 
going to let you speak at will, as the expression goes, but not until 
we have heard from my distinguished colleague. Senator Banning 
of Kentucky. 

Senator Banning. 
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OPENING STATEMENT OF HON. JIM BUNNING, U.S. SENATOR 
FROM THE STATE OF KENTUCKY 

Senator Running. Thank you, Mr. Chairman. 

Mr. Conley, I am glad you are here today to give us a report on 
your work and findings as National Commander of the American 
Legion. You have put in much hard work over the last year, and 
I applaud your service to our veterans and their families. 

I am very impressed with your efforts to visit as many of the VA 
medical centers across this country. You have visited all three in 
Kentucky and made very candid assessments of each, and I appre- 
ciate that very much. 

The VA medical centers in Kentucky face problems similar to 
others across the Nation. Demand for VA health care is higher 
than the Department’s ability to provide that care. Long waits to 
see a doctor are unacceptable but very common. I think we have 
seen some progress in recent months, but the Department still has 
a long way to go. 

One of the most prevalent issues and problems that you have 
found were staffing issues. Some facilities do not have enough per- 
sonnel, and we need to be sure we are hiring the best people for 
the job. I think everyone on this committee is dedicated to ensuring 
our veterans receive the best care possible in a timely manner. I 
know I am. Your report and recommendations will help us to do 
just that, and I thank you for being here. 

Thank you, Mr. Chairman. 

Chairman Specter. Thank you very much. Senator Running. 
Commander Ronald F. Conley, we await your discourse. The floor 
is yours. 

STATEMENT OF RONALD F. CONLEY, NATIONAL COMMANDER, 

THE AMERICAN LEGION; ACCOMPANIED BY ROBERT W. 

SPANOGLE, NATIONAL ADJUTANT, THE AMERICAN LEGION; 

STEVE A. ROBERTSON, DIRECTOR, NATIONAL LEGISLATIVE 

COMMISSION, THE AMERICAN LEGION; AND PETER S. 

GAYTAN, PRINCIPAL DEPUTY DIRECTOR, VETERANS AF- 
FAIRS AND REHABILITATION COMMISSION, THE AMERICAN 

LEGION 

Mr. Conley. Senator Specter, Senator Running, we want to 
thank you for the opportunity to appear here this afternoon to give 
you our assessment, but before I get into my oral statement, I 
would like to introduce publicly to you the National President of 
the American Legion Auxiliary, Elsie Railey, from New Jersey. 

[Applause.] 

Mr. Conley. We also have with us Past National Commander 
from the State of Maryland, Clarence Racon. 

[Applause.] 

Mr. Conley. We have John Rrieden and Tom Cadmus that are 
candidates for National Commander of the American Legion, and 
we have Paul Moran, Ed Dentz, and Terry Lewis that are chairmen 
of VA in our Legislative Council. We also have Mr. Johnson, our 
National Vice Commander, here and, of course. Senator 

[Applause.] 

Mr. Conley [continuing]. You know Dr. Sebastianelli from Penn- 
sylvania, who is a Past National Vice Commander. 
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Again, I want to thank you for the opportunity to he here and 
give you our assessment of the VA hospitals, a system worth sav- 
ing. As National Commander of the Nation’s largest veterans’ serv- 
ice organization, I pledged to visit at least one VA health care facil- 
ity in each State. With the information I gathered through face-to- 
face meetings with faculty staff, firsthand reports from the very 
veterans who comprise the 200,000-plus backlog of patients waiting 
for appointments at VA, and surveys submitted by the facility di- 
rectors, the American Legion has developed a comprehensive report 
dealing with the obstacles faced by the VA to ensuring the timely 
delivery of quality health care to America’s veterans. 

This report was guided by both duty and privilege. It has been 
my honor to meet firsthand so many talented people who fulfill our 
Government’s health care obligations to veterans. I investigated 
more than 60 VA facilities throughout America, the Philippines, 
and Puerto Rico in the past 10 months, and the information I gath- 
ered along the way reinforces the American Legion’s belief that the 
VA is indeed a system worth saving. In touring these facilities, I 
made a conscientious effort to break from the beaten path. I com- 
pared comments from administrators and public affairs staff with 
the more experienced opinions of hard-working doctors, nurses, and 
technicians on the front lines. I also spoke with thousands of vet- 
erans and their families who entrust their lives to this system. 

Among VA employees, I witnessed strong dedication, profes- 
sionalism, safety awareness, and resourcefulness. Among veteran 
patients, I heard profound gratitude voiced for the quality of care 
they had received. But from nearly everyone, I also found frustra- 
tion over the lack of timely access to VA health care, under use of 
some facilities, overcrowding in others, and an inconsistent budget 
and budget expectations. 

America’s excellent VA health care system is being consumed by 
physical neglect. It is my duty as the leader of the veterans to 
share my findings with those who have the power to change it and 
to inform the public of the conditions that exist and the reasons we 
believe they exist. It has been an eye-opening journey. 

My first stop was Dallas, Texas, last September 20th. There I 
found the first in a long line of facilities where capital improve- 
ments have been shelved for the sake of hitting the bottom line. 
The Alzheimer’s unit there is in an I-shaped building and operates 
in the 1940s. In order to monitor the Alzheimer’s patients, they put 
an LPN nurse in a school chair at the end of the hall, and that is 
the care and treatment they get in that facility. It has been on the 
books to try to build a new facility. The first cost was $19 million. 
It has now been readjusted to $33 million, but it has been placed 
on hold because of the CARES process. 

In Bay Pines, Florida, I encountered a VA medical center where 
the list of veterans’ waiting time is 6 months or longer for primary 
care appointments. But it has been reduced to 14,000 waiting. 

In Prescott, Arizona, no one knew how many registered nurses 
worked in the hospital or how many new veterans were enrolling 
each year. I later learned that that particular facility, where pa- 
tient numbers have been more than doubled since 1997, is on the 
chopping block because of CARES. 
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In Salisbury, North Carolina, the director said that 75 new doc- 
tors and $17 million are coming soon to solve that medical center’s 
problems, a five-figure backlog. Why an increase at this particular 
facility and where was the money coming from? The director said 
he did not know, but he was sure it was coming. 

In Cheyenne, Wyoming, a hospital doctor explained that his pa- 
tient load had risen from 6,000 to 13,000 in the same period that 
his staff numbers had been cut from 385 to 340. 

A director in Louisville, Kentucky, said the VA hospital under 
his supervision simply needs to be torn down and rebuilt. One 
emergency room doctor there can expect to treat 50 or more vet- 
erans a day. 

A director in Manchester, New Hampshire, simply told me that 
veterans would be better served in a non-VA facility. 

Throughout America, it is obvious VA health care operations are 
being forced to do more with less. Demand has soared and the 
funding has failed to keep pace. Staff shortages are everywhere. 

In Cheyenne, the hospital director, a doctor himself, treats pa- 
tients alongside the physicians under his supervision. That facility, 
where demand was more than double while staffing has decreased 
by over 10 percent, must routinely shuffle patients from floor to 
floor to put veterans near caregivers. There, they are forced to per- 
form the kind of triage one might expect on a battlefield but not 
in a VA hospital. 

At Edward Hines, Jr., VA Hospital in Illinois, there are seven va- 
cancies for spinal cord specialists. Despite finder’s fees and signing 
bonuses, they still experience hiring difficulties. 

In many locations, VA facilities are forced by urgent demand to 
fill in with agency-contracted nurses, part-time doctors, and short- 
term foreign physicians under J-1 visas. Doctors hired under J-1 
visas are required to practice for a minimum of 3 years at a VA 
facility. Once that obligation is met, many physicians leave the VA 
health care system and begin practicing in the private sector, 
which does not solve VA’s long-term staffing shortages. What is 
worse is these same doctors could possibly be contracted by the VA 
to provide care at a much higher cost. We think this entire pro- 
gram needs revision. 

Staffing shortages result in closed beds, wards, emergency rooms, 
nursing homes, and intensive care units. The shortages force pa- 
tients for whom the facilities were built to be turned away. Short- 
ages force the VA Secretary to reverse the clear intent of the Vet- 
erans Health Care Eligibility Reform Act of 1996 by once again re- 
stricting enrollment only to the poorest and the sickest among 
those who served. 

To its credit, America’s budget-strapped veterans’ health care 
system does not ration quality. Unfortunately, because the funding 
pie cannot be cut into enough pieces for all, VA must ration access. 
This is why tens of thousands of veterans are waiting in line to see 
doctors. What good is high-quality care if you cannot get an ap- 
pointment to receive it? 

As outlined in the President’s budget. Priority 7 and 8 veterans 
will pay a $200 annual enrollment fee. This proposal is meant to 
drive out 1.2 million veterans from the VA health care system. 
That is unacceptable. 



6 


Capital improvement measures to cope with recent demand 
growth remains stalled under the CARES recommendations. Sus- 
pending all capital improvements until the completion of CARES is 
proving detrimental in many locations. In Indianapolis, the director 
reported his facilities must expand immediately to handle the cur- 
rent patient load and to accommodate all the projected growth. 
Meanwhile, VA facility directors in other parts of the country are 
using up their capital improvement reserves to handle day-to-day 
operations. The final CARES recommendations must enhance serv- 
ices for CARES and not simply realigning capital assets to 
downsize the system. 

Another area of concern is the VA requirement that each hospital 
hire a minimum of two full-time armed police officers per shift, as 
well as installing new electronic surveillance equipment. This man- 
date was not funded, however. Hospital directors have been forced 
to borrow from their medical budget to meet the new security re- 
quirements. Funneling funds from the medical budget means fewer 
doctors, nurses, technicians, and pharmacists. 

Since its creation, the VA health care system has worked side by 
side with the Nation’s medical schools. The value of VA’s affili- 
ations with medical colleges and nursing schools is beyond dispute. 
Ninety percent of the doctors at the VA Connecticut Health Care 
System in West Haven, Connecticut, are affiliated with Yale Uni- 
versity. The University of Pennsylvania Medical School runs the 
Philadelphia VAMC Emergency Room every night. 

The University of South Carolina School of Medicine, a national 
leader in colorectal cancer research, shares the same campus at the 
VA Medical Center in Columbia, South Carolina. On any given day, 
50 or more university physicians and interns work in that VA facil- 
ity. 

One VA medical center reported having affiliations with 68 dif- 
ferent institutions of health care education. But when VA facilities 
are downsized out of the proximity to their medical school partners, 
their relationships are gone forever. 

This is happening right now in Chicago, where Lakeside VA 
Medical Center is merging with a sister facility on the other side 
of town, effectively dissolving VA’s long and successful relationship 
with Northwestern University Medical School. Neither the veteran 
stakeholders nor the university administration had a voice in that 
decision. 

When I visited Lakeside Division of the VA Chicago Health Care 
System on May 17th, I was told their patient population is mostly 
poor, indigent, and unemployed veterans. The hospital property has 
been valued as high as $100 million by the VA. In an effort to keep 
a VA hospital in the downtown Chicago region. Northwestern Uni- 
versity developed an alternative plan that would allow VA to as- 
sume ownership of Prentiss Women’s Hospital located across the 
street from the current Lakeside Hospital. VA rejected that pro- 
posal and seems determined to sell the property. 

Eliminating VA health care services from Chicago will prove det- 
rimental to the local veteran population who will not be able to 
travel across the city to the Hines facility. Currently, Northwestern 
provides more than 300 doctors at no cost each year to Lakeside 
VA Medical Center. Once Lakeside is closed, the value of affiliation 
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with Northwestern in terms of expenses saved and veterans treat- 
ed will he difficult to recover. 

Nearly all the strategies suggested to resolve VA’s access crisis 
have focused on reducing access, outsourcing services, or finding 
ways around paying the actual costs of providing care. Downsizing 
is not the answer. 

Last January, the decision to cutoff new enrollment of Priority 8 
veterans was made in the interest of stemming demand the VA 
health care system could not handle with existing appropriations. 
However, by cutting off that particular group, the system lost the 
population of patients most likely to have health insurance policies 
and the ability to share in the cost of their care. I found this deci- 
sion especially ironic after having heard frustration from every cor- 
ner of the country about VA’s expectation for third-party reim- 
bursements. Last year, in Puerto Rico, third-party reimbursements 
target was $8 million. The facility beat it by $200,000. This year, 
the target was doubled to $16 million, a figure their director says 
is at least $5 million too high. 

I was also told a collection agency receives 25 percent of third- 
party reimbursements collected in Puerto Rico. In Minneapolis, the 
third-party reimbursement jumped from $15.5 million to $23 mil- 
lion. In Ann Arbor, Michigan, the target was $7.5 million for third- 
party reimbursements. They did not make it. They only collected 
$6.5 million. But their new target this year is $11 million. That to 
me means a cut of services for the veterans in that area. 

Many directors I spoke with agreed that it is doubtful major in- 
creases in third-party reimbursements targets can be reached this 
year because the population of veterans driving that revenue 
stream has been removed from the equation. 

Scarcity of budget dollars creates competition among VA facilities 
and inconsistent veteran care as a result. How else can you explain 
shortage-based backlogs of 10,000 or more, such as in Bay Pines, 
Florida, when only 750 miles away from that facility in Jackson, 
Mississippi, they have next-day care? 

A mandatory appropriations model for VA health care would help 
ensure VA is funded at a level needed to reach the demand for 
care. Funds must be allocated on a cost-per-veteran basis, indexed 
annually for inflation. In addition to mandatory funding for VA 
health care, the American Legion supports allowing all veterans 
with the ability to use their insurance, including Medicare and 
HMOs, to choose VA facilities for their health care regardless of 
economic status or level of service-connected disability. They would 
be required to reveal any insurance coverage they have and make 
reasonable co-payments for treatment of conditions unrelated to 
their military service. For those veterans who don’t have health in- 
surance, VA can offer a premium-based health care benefit pack- 
age. 

Mr. Chairman, my entire year as Commander has been spent col- 
lecting examples of many ways in which the discretionary appro- 
priations model fails to fulfill the care giving purposes of the VA. 
Mandatory funding models supported by the American Legion, cou- 
pled with revenue-generating programs such as Medicare reim- 
bursement and premium-based health care plans, will help to boost 
VA funding to a level that will allow VA to meet the increased de- 
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mand for care. History has proven that 30-percent increases in de- 
mand cannot he served by 7-percent increases of funds. 

The Department of Veterans Affairs is America’s biggest man- 
aged care system. It is a national treasure, a good reason for any 
young man or woman to serve in the United States Armed Forces. 
This health care system was created to treat the unique health 
care needs of America’s veterans. 

Call it a debt. Call it an obligation. Call it a promise. The VA 
health care system serves tens of thousands of men and women 
who were willing to give their lives for the freedom of all others 
who make America their home. 

Mr. Chairman, I did not come here today to simply point out the 
deficiencies in the VA health care. I have come prepared to offer 
recommendations. 

The American Legion recommends an open exchange of informa- 
tion leading to the final recommendations of the CARES process. 
Any CARES recommendations should be considered in the context 
of a fully utilized VA health care system that takes into consider- 
ation the tenets of the GI Bill of Health, VA/DoD sharing, the Vet- 
erans Millennium Health Care and Benefits Act, and the mission 
of the Department of Homeland Security. VA must also provide a 
list of capital assets to the Department of Homeland Security for 
consideration and strategic planning at the local. State, and na- 
tional levels. 

The American Legion supports the mutually beneficial affili- 
ations between VA and the medical schools of this Nation. The 
American Legion also recommends appropriate representation of 
VA medical school affiliates as stakeholders on any national task 
force, commission, or committee established to deliberate on vet- 
erans’ health care. 

The American Legion recommends Medicare reimbursement for 
the VA on a fee-for-service basis for the treatment of nonservice- 
connected medical conditions of enrolled. 

The American Legion recommends that Congress designate VA 
health care as mandatory funding and provide discretionary fund- 
ing required to fully operate other programs within the Veterans 
Administration. Additionally, Congress should provide supple- 
mental appropriations for budgetary shortfalls in the VHA’s man- 
datory and discretionary appropriations. 

The American Legion recommends the expansion of VA’s third- 
party reimbursement to include Medicare reimbursement as well 
as optional premium-based health care plans for those veterans 
choosing to seek treatment for nonservice-connected. 

Mr. Chairman, from the founding of this great country to the 
present, America has recognized its obligation to the men and 
women of the Armed Forces — past, present, and future. As a grate- 
ful Nation providing timely access to quality health care, transi- 
tional assistance from military service to civilian life, timely adju- 
dication of disability claims, and a final resting place continue to 
be a moral, ethical, and legal obligation. 

Recently, new terms like “core veterans” and “traditional users” 
have been used to serve as justification for America’s failure to 
meet the health care needs of its veterans. Yet neither term ap- 
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pears in Title 38 United States Code. Such terms appear only in 
the minds of bureaucrats. 

Mandatory funding for VA health care will provide a more accu- 
rate mechanism for funding VA medical care at a level that will en- 
sure VA has the ability to serve all eligible veterans and to meet 
its self-imposed access standards: 30 days for primary care appoint- 
ment, 30 days for specialty care appointment, and an average wait- 
ing time of 20 minutes. 

Rationing health care by denying access to Priority 8 veterans is 
not the answer. Charging an annual enrollment fee for certain pri- 
ority groups is not the answer. Raising co-payments for outpatient 
services is not the answer. Raising co-payments for prescriptions is 
not the answer. The answer is designating VA medical care as 
mandatory funding within the Federal budget. 

Mr. Chairman, veterans have served, are serving, and will con- 
tinue to serve this Nation in an uncharacteristic manner — putting 
duty, honor, and country before self. 

If America can find the money to bail out failed savings and 
loans institutions, commit troops to peacekeeping missions, rebuild 
foreign governments, provide health care for Third World countries, 
provide health care to those incarcerated in our prisons, and for- 
give loans to foreign countries, then surely America can find money 
to provide the needed care for America’s veterans. This is what vet- 
erans want, and I believe it is what America believes is right. 

Mr. Chairman and Members of the Committee, that concludes 
my testimony, and I ask that a full copy of the final report be in- 
cluded in the record. Please excuse me for my voice, but I have not 
gotten adjusted from coming back from Europe and then going to 
Texas and Oklahoma and then here. I have developed a nice cold. 
So please excuse my raspy voice. 

[The prepared statement of Mr. Conley follows:] 

Prepared Statement of Ronald F. Conley, National Commander, 

THE American Legion 

Chairman Specter and Members of the Committee, thank you for allowing me to 
testify today. Last September during a hearing before a joint session of the Commit- 
tees on Veterans’ Affairs, I made a promise to report back to you and your col- 
leagues the results of my extensive visits to VA medical facilities across the United 
States. This final report spotlights my personal observations during visits to 60 VA 
medical facilities. 

These visits were thorough, in depth, and probing. I preceded these visits by pro- 
viding a list of specific questions to each facility to answer and return to The Amer- 
ican Legion. Initially, I asked each VA medical facility director a few questions 
while meeting with them. However, over the course of my visits, the number of 
questions I asked increased as I became aware of the areas that needed extra atten- 
tion. 


ENROLLMENT 

In 1996, Congress enacted legislation authorizing all eligible veterans to enroll in 
the VA health care system, within existing appropriations. This legislation changed 
years of complicated rules and regulations governing eligibility to health care. The 
complexity of this paradigm created confusion among providers, as well as patients. 
Frequently, rules were bent, stretched, or ignored to meet the health care needs of 
patients. There were no defined health benefits packages, no reliable data projecting 
future patient population, and no major effort to capture third-party reimburse- 
ments or co-payments for the treatment of nonservice-connected medical conditions. 
Access to the system was severely limited to only three groups of veterans: service- 
connected disabled veterans, other disabled veterans, and economically indigent vet- 
erans. VA’s patient population in 1996 was about 10 percent of the total veterans’ 
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population. Once VA opened enrollment, it attracted new patients for several rea- 
sons: 

• Quality of health care provided, 

• Patient safety record, 

• Accessibility, 

• Pharmaceutical program, 

• Specialized Services, especially long-term Care, 

• Affordability, and 

• VA’s affiliation with medical schools. 

Following the eligibility reform of 1996, many Medicare-eligible veterans enrolled 
in the VA health care system, not only for access to quality medical care, but also 
to benefit from VA’s low co-payment prescription program. Initially, VA’s co-pay- 
ment for nonservice-connected medications was $2 per 30-day supply. Even when 
Congress allowed VA to increase this co-payment from $2 to $7, veterans continued 
to enroll. Now VA has an enrolled patient population of nearly 7 million veterans, 
over half of them are also Centers of Medicare and Medicaid Services (CMS) bene- 
ficiaries as well. 

In January 2003, the VA Secretary suspended enrollment of Priority Group 8 vet- 
erans — regardless of their service-connected disabilities, their third-party insurance 
coverage, or their ability to pay for care. Those with service-connected disabilities 
are authorized to seek treatment of their service-connected medical condition, but 
are not authorized to enroll for treatment of their nonservice-connected medical con- 
ditions. 

From the very beginning of my term as National Commander, I was aware of 
lengthy waiting lists for primary care; however, I did not grasp the magnitude of 
the problem until I began to visit VA medical centers. Initially, I thought these 
waiting lists were just regional problems, but soon realized it was system wide. I 
discovered the deplorable conditions resulting from VA’s inability to meet its own 
established acceptable access standards. VA’s access standard for a primary care ap- 
pointment is 30 days — extremely modest compared to nearly every other health care 
delivery system, public or private. Personally, I would find that standard unaccept- 
able for my private health care system. In actuality, some veterans have waited 
longer than the standards — even as long as 2 years or more. Clearly, a patient could 
die while waiting for care — and, sadly, some have. Unfortunately, only a few iso- 
lated exceptions are meeting VA’s own acceptable access standards for primary care. 

As staggering statistics of thousands of veterans waiting 6 months or longer for 
their initial VA appointments became public knowledge, I was reminded of a state- 
ment made by former National Commander F.W. Galbraith during an American Le- 
gion meeting in 1920: 

“The trouble is that the men in these hospitals are ‘cases.’ They are rep- 
resented by so many pieces of paper in some bureau in Washington. We want 
to humanize the whole thing, and say, ‘Here is Jim Smith’s case, my friend. 
What do you propose to do about him?’ That is the thing that we want to do, 
and we can do it. It is our primary motive for living.” 

To evaluate the severity of this situation. The American Legion developed a pro- 
gram to put a “human face” on the growing problem — thus the “I Am Not a Num- 
ber” campaign began. Veterans across America were asked to share their personal 
experiences in the VA health care system. These are my comrades, not just statis- 
tics. Thousands of veterans responded to The American Legion’s survey between No- 
vember 2002 and February 2003. Stories of frustration stretch from coast-to-coast. 

The survey form was established and distributed to help develop a global picture 
through self-reporting. The survey sought veterans’ self-assessment of their health 
care delivery system. Some reports were favorable, while others were extremely crit- 
ical. On the whole, those veterans actually receiving care were pleased with the 
quality of that care and the professionalism of their VA health care providers. Pre- 
dictably, those waiting 6 to 18 months were far more critical of the lengthy delays 
and perceived indifference toward their situation. Complaints of multiple resched- 
uled appointments were common. The results of this survey reveal problems 
throughout the VA health care system. The bottom line: too many veterans are 
being denied timely access to quality health care. The “waiting game” is being 
played at nearly every VA medical facility across the country. And America’s vet- 
erans are suffering. 

The American Legion prepared a short video, which I have provided to your staff, 
in which veterans tell their own personal stories. I hope you and your colleagues 
will review this video. It highlights the obstacles encountered by the men and 
women — veterans of the Armed Forces — attempting to access the VA health care 
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system. These individuals aren’t the only ones with stories to tell. There are tens 
of thousands of veterans just like them, nationwide. 

Mr. Chairman and Members of the Committee, if you or a member of your family 
were ill and in need of health care, would you find it acceptable to wait 6 months 
to a year for a primary care appointment? How would you feel if you were eligible 
to enroll as a result of your honorable military service, but were prohibited from 
enrolling because you earned more than $29,000 a year or lived in the wrong geo- 
graphic area? 


DEMAND vs. FUNDING 

Recently the President’s Task Force to Improve Health Care Delivery to Our Na- 
tion’s Veterans (PTF) issued its final report. Among the many areas discussed in 
that report, one issue stands out — the current mismatch between demand for timely 
access to care and Federal funding throughout the VA health care system. Not only 
does this crisis prohibit meaningful collaboration between VA and the Department 
of Defense (DoD), but it also causes uncertainty about VA’s ability to fulfill its four 
primary missions. 

The PTF recommended full funding of VA to care for all enrolled Priority Group 
1-7 veterans. However, the best recommendation the PTF could reach to address 
Priority Group 8 veterans was for the President and Congress to study and resolve 
the mismatch problem. This was the only recommendation on which the PTF Com- 
missioners failed to reach consensus. This is truly unfortunate since Priority Group 
8 comprises the majority of veterans; therefore, future access to VA health care re- 
mains uncertain for them — at least for now. 

Three PTF Commissioners offered a dissenting opinion regarding the funding of 
Priority Group 8 veterans, which is supported by The American Legion. The rec- 
ommendations outlined in this dissenting opinion place a financial obligation on 
each enrolled Priority Group 8 veteran. Mr. Chairman, I would encourage you and 
your colleagues to consider these recommendations. 

MEDICAL CARE COLLECTION FUND (MCCF) 

Although adamantly opposed by The American Legion, all third-party reimburse- 
ments and co-payments collected by VA’s MCCF are scored as an offset against VA’s 
annual discretionary appropriations. Since this money is for the treatment of non- 
service-connected medical conditions. The American Legion continues to advocate 
scoring MCCF as a supplement to VA’s annual medical care appropriations. 

During my visits, I discovered that MCCF is handled differently from medical fa- 
cility to medical facility. Some MCCF activities are contracted to private collection 
firms, while others are done internally. This year, VA’s MCCF collections were the 
highest ever, yet its actual collection rate is extremely low compared to the industry 
standard. Since VA is prohibited from collecting from CMS for the treatment of non- 
service-connected medical conditions of CMS beneficiaries, VA bills CMS in order to 
collect from private medical supplemental policies. 

With a patient population comprised of more than 3.5 million CMS beneficiaries, 
VA medical facilities cannot realize their full potential in MCCF collections. Nearly 
every VA medical facility I have visited is expected to increase MCCF collections 
in fiscal year 2003. Yet, the President’s budget request for fiscal year 2004 seeks 
to drive away as many as 1.2 million Priority Group 7 and 8 veterans by authorizing 
increased co-payments and an annual enrollment fee. 

Both Indian Health Services (IHS) and DoD’s TRICARE effectively used third- 
party reimbursements, co-payments, and premiums to supplement their discre- 
tionary appropriations and resolve the demand versus funding crisis. IHS turned to 
third-party reimbursements from CMS and the private sector to help improve qual- 
ity of care and timely access problems. DoD developed TRICARE to solve the prob- 
lems and meet the cost generated by CHAMPUS in delivering timely access to qual- 
ity health care for military retirees and eligible dependents. Enrollment in 
TRICARE, requires co-payments and premiums based on the degree of health care 
coverage desired. TRICARE for Life requires Medicare-eligible beneficiaries to pur- 
chase Part B coverage and DoD serves as the supplemental insurer. All three ap- 
proaches appear to be meeting the health care needs of affected patient populations. 

One of the interesting observations is the effective use of “certified” coders by IHS 
in its third-party reimbursement efforts. Although not authorized to hire “certified” 
coders by the Office of Personnel Management (0PM), IHS sent selected coders to 
attend training to become “certified.” Fortunately, these “certified” coders choose to 
continue with IHS even though they are underpaid based on their enhanced abilities 
and skills. The difference in the collection rate between coders and “certified” coders 
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is significant and cost-efficient. Certified coders within VA would help to increase 
third party reimhursement rates. 

SPECIALIZED SERVICES 

Most notable among the health care services provided hy VA are its specialized 
services, especially spinal cord injury, geriatrics, prosthetics, blind rehabilitation, 
and long-term care. As the veterans’ population ages, greater demand for these serv- 
ices are anticipated, particularly, long-term care. The Millennium Health Care and 
Benefits Act of 1999 mandated VA to provide long-term care for all veterans rated 
70 percent or more service-connected. Currently, VA is not meeting the mandated 
inpatient bed levels also prescribed by this legislation. I did not visit a single VA 
long-term care program without a waiting list. 

I am greatly concerned that mental health and long-term care inpatient beds are 
not included in the current CARES “market plans” developed by each VA medical 
facility. Ignoring these services does not diminish demand by veterans with Alz- 
heimer’s or dementia. Mr. Chairman and Members of the Committee, these veterans 
answered the nation’s call to national service — it is time for the Nation to answer 
their calls for assistance. 


STAFFING SHORTAGES 

The VA health care system is blessed with many dedicated employees — both 
health care providers as well as the support staff. The former Secretary Jesse 
Brown may have officially coined the phrase Putting Veterans First, but most VA 
employees institutionalized the concept decades earlier. Unfortunately, VA has 
failed tremendously in the recruitment of health care professionals and other sup- 
port positions. Nearly every VA medical facility expressed staffing shortages stem- 
ming from one of three sources — normal staffing shortages, inadequate salaries, and 
the Federalization of Guard and Reserve personnel in support of the War on Ter- 
rorism and Operation Iraqi Freedom. 

Additionally, medical research must be funded at levels adequate to continue VA’s 
long tradition of ground breaking medical advances. The research opportunities 
available through VA continue to be a strong incentive to attract health care profes- 
sionals. 

A serious review of performance standards, compensation, and actual work per- 
formed by “part-time” physicians is desperately needed. During my visits, I learned 
of a serious problem with some “part-time” physicians receiving compensation, but 
performing no services. This is absolutely unacceptable and does not reflect favor- 
ably on the medical facility director or those responsible for monitoring employees’ 
attendance and performance of duties. At a time of lengthy waiting periods for pri- 
mary care and specialized care appointments, the unauthorized absence of “part- 
time” health care providers is inexcusable. It would seem timesheets and work 
schedules should document work performance before paychecks are released. There 
must be a better tracking system to monitor and evaluate the job performance of 
“part-time” physicians. 


ORGANIZATIONAL STRUCTURE 

While visiting VA medical facilities, I noticed a change in management styles and 
philosophies from one VISN to the next. It seemed as though there were 21 distinct 
VA systems instead of one. The effort to decentralize the management and leader- 
ship of VA appears to have created inconsistencies in focus and conflicting policies 
and directives. Unilateral actions by individual VISN directors do not improve the 
system as a whole and seem to lack coordination of efforts. Clearly, subjective budg- 
etary decisions have taken their toll on some VA medical systems to efficiently meet 
the needs of the local patient population. The most obvious example is the loss of 
inpatient beds for specialized services such as mental health and long-term care. 
Some MCCF collection practices are clearly more successful than others. Manage- 
ment efficiencies also cover the spectrum, but do not reflect a unified VA system. 
Performance standards seem to vary from VISN to VISN. 

MEDICAL SCHOOL AFFILIATIONS 

Currently, there are 126 accredited medical schools in the United States. VA Med- 
ical Centers (VAMC) have formal affiliations with 107 of these medical schools and 
some 1,200 other educational institutions. The value of medical school affiliations 
to the national health care system has been well demonstrated. VA provides critical 
clinical settings for physician trainees. The high level of care provided by VA med- 
ical facilities is the result, in part, of numerous external accrediting agencies and 
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the supervision of residents who consider the educational role as a critical compo- 
nent of their VA duties. 

Medical research is yet another large component of medical school affiliations. 
Staff physicians affiliated with medical schools customarily hold academic positions, 
including tenured positions, provide direct patient care, teach students, advise resi- 
dents, and conduct research — all of which contribute to excellence in a teaching hos- 
pital environment. 

CAPITAL ASSETS REALIGNMENT FOR ENHANCED SERVICES (CARES) 

CARES remains a major topic of concern in every VA community I visited. The 
fear of the unknown spawned the question, “Do you think they will close this facil- 
ity?” This uncertainty causes anxiety among health care providers, medical re- 
searchers, patients, and support staff. The individual marketing plans are being 
carefully crafted to meet the anticipated health care needs of the local veterans’ 
community, but are being altered by external guidelines from the VA Central Office 
in Washington, D.C. Recently, the VA Central Office returned local marketing plans 
of some 20 medical facilities for additional review. This seems inconsistent with the 
intent of having locally generated marketing plans developed to meet the health 
care needs of their patient population. 

As National Commander, I created The Veterans Affairs Facility Advisory Com- 
mittee on CARES (VAFACC) to The American Legion’s Veterans Affairs and Reha- 
bilitation Commission. The committee’s charge was to review the VISN Market 
Plans, Planning Initiatives, and VA Facility Assessment Reports relating to the 
CARES process, keeping in mind VISN’s were tasked to cut 10 percent of their va- 
cant space by 2004 and 30 percent by 2005. 

The VAFACC developed an independent assessment of the facility recommenda- 
tions resulting from the CARES process. The committee was composed of experts 
in the fields of construction, engineering, veterans’ benefits, medical school affili- 
ations, health care policy, health care delivery, and health care administration. 

Committee members reviewed each Market Plan and Planning Initiative sub- 
mitted to the National CARES Planning Office (NCPO) for each of the 20 VISN’s 
going through Phase II of CARES. 

After a thorough review of the proposed Market Plans, the VAFACC raised the 
following concerns: 

• Funding. — Clearly, billions of dollars in discretionary appropriations will be 
needed to accomplish the new construction and renovations approved in the final 
CARES plan. CARES is an ongoing process and incremental changes are antici- 
pated. With the proposed consolidations and transferring of services, it is imperative 
that no veteran experience any delays in timely access to the delivery of quality 
health care, and patient safety must not diminish. No VA medical facilities should 
be closed, sold, transferred or downsized until the proposed movement of services 
is complete and veterans are being treated in the new locations. Funding levels 
should be adequate to ensure services are available during periods of transition. 

• Veterans’ Population. — There is some concern that the projected veterans’ popu- 
lation is underestimated. Certainly with regard to long-term care, mental health, 
domiciliary, and other specialized care populations, the CARES process has yet to 
incorporate projections. 

• Long-Term Care. — VA spent close to $3.3 billion on long-term care in fiscal year 
(FY) 2002. With the enactment of the Millennium Health Care Act, demand will 
most likely increase due to the aging of the veteran population over the next decade. 
VA estimates that the number of veterans most in need of long-term care, those vet- 
erans 85 and older, will more than double to about 1.3 million in 2012. Yet, even 
with these numbers, veterans’ long-term care needs and projected growing demand 
was omitted from the CARES process. 

• Mental Health. — Due to several factors concerning the initial projections, NCPO 
and several other experts are reviewing the mental-health inpatient and outpatient 
projections. Because of the questionable demand decline in several markets, net- 
works were instructed to plan for increases in mental-health services only. VA must 
include accurate mental health projections in order to ensure effective recommenda- 
tions from the CARES process. 

• Domiciliary. — The inappropriate distribution of domiciliary beds based on de- 
mand projections gave rise to several policy and programmatic concerns and ques- 
tions. Because the original projections were based upon a national average utiliza- 
tion rate, the model redistributed beds from existing domiciliaries to areas where 
there are none. For those reasons, further study is needed and projections must be 
revised before the next planning cycle. 

• Unutilized Space. — Among the criteria the VISN’s were tasked to evaluate was 
unutilized space. The VISN performance measure was a reduction of 10 percent by 
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2004 and 30 percent by 2005. According to VA’s Office of Facilities Management 
(OFM), VA facility assets include 5,300 buildings; 150 million square feet of owned 
and leased space; 23,000 acres of land — the total replacement value of all elements 
is estimated at $38.3 billion. OFM assessed and graded 3,150 buildings for a total 
of 135 million square feet with correction costs estimated at $4.5 billion. These as- 
sessments were used at the local level as a tool to help manage medical centers and 
VISN’s vacant or underutilized space. 

More development is needed by the VISN’s to effectively utilize unused space in 
lieu of selling or demolishing these buildings. Once the buildings are gone, there will 
be no way of getting them back. Before any unutilized space is sold, transferred, 
destroyed, or otherwise disposed of, the CARES process must consider alternative 
uses of that space to include: services for homeless veterans, long-term care, and 
the expansion of existing services to alleviate the extreme backlog of patients wait- 
ing to receive care at many VA medical facilities. Such considerations were lacking 
in most of the VISN Market Plans. 

• Contracting Care . — Throughout the VA health care system, contracting out of 
care is very prevalent, especially the Community Based Outpatient Clinics 
(CBOC’s). While contracting out of care is necessary in some circumstances, the 
wholesale use of this health care delivery tool should be exercised with caution. In 
certain areas, it will be difficult at best based on availability of approved medical 
staffing and the contract fee schedules. 

Contracting out of care was extensive in the VISN proposals. Some VISN’s made 
the blanket statement that care would be contracted out to meet excess demand in 
2012 and 2022. That is not much of a plan. What if the resources are not available? 
Additionally, VA’s history with contracting is not enviable. VISN 10 proposed con- 
tracting with local providers/hospitals for inpatient beds to bring their access stand- 
ards from the current 32 percent to 83 percent in 2012. That is an enormous gap 
to cover through contracted care. VISN 6 proposed 19 new CBOC’s. VA-wide, there 
are more than 130 new CBOC’s planned to enhance access to care. 

• Enhanced Use Lease Agreements . — With Enhanced Use Lease Agreements (EU) 
VA can maximize return from property that is not being fully utilized. EU leases 
also allow VA to reduce or eliminate facility development and maintenance costs. 
Through the use of EU leases, VA can receive cash or “in-kind” consideration (such 
as facilities, services goods, or equipment). 

Several of the VISN’s proposed enhanced use lease agreements with the public 
and private sectors. Uses include homeless shelters or housing, cultural arts centers, 
cemeteries, inpatient beds, mental health services and many other veterans’ service 
enhancing ideas. 

VA should continue to seek opportunities in the area of enhanced use leasing. It 
can certainly have a positive impact on service delivery to veterans and the local 
community. 

There have been 27 projects awarded so far. The VA Secretary has 23 on the pri- 
ority list with over 50 more currently in development. Clearly, VA is continuing to 
urge the VISN’s to consider using this valuable tool even more. However, the com- 
mittee recognizes that the approval process involved in obtaining an enhanced use 
lease is lengthy and complex. 

• VA/DoD Sharing . — There are many opportunities for sharing between VA and 
the Department of Defense (DoD). The VISN Market Plans contain many proposals 
addressing the possibility of service sharing to increase access to health care for vet- 
erans. Both VA and DoD benefit from these agreements and every effort should be 
made by the VISN’s to pursue this avenue in order to save money through cost 
avoidance, in particular pharmaceuticals, supplies and maintenance services. 

Extra effort on the part of these agencies to cooperate is essential to the success 
of sharing agreements. Some parts of the country are reluctant to “share” services 
or programs between agencies. It is imperative that we overcome that obstacle and 
look to the future of providing quality health care and reasonable access to this na- 
tion’s veterans. 

The American Legion will remain an active partner with VA during this critical 
process of realigning the agency’s capital assets to better serve America’s veterans. 
Recent developments in the CARES process serve to reinforce some of my concerns. 
The Under Secretary for Health has sent back the Market Plans to 15 VISNs/20 
facilities with instructions to further develop other options and look at further con- 
solidating inpatient services in many of the facilities. Additionally, the CARES Com- 
mission hearings have been postponed until August 2003, another 60 days. Delays 
such as these give rise to many questions and concerns on the part of the stake- 
holders. 
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RECOMMENDATIONS 

Capital Asset Realignment For Enhanced Services (CARES). — The American Le- 
gion recommends an open and transparent process that continually and fully in- 
forms VSO’s of CARES initiatives, criteria, proposals and timeframes. Any CARES 
recommendations should be considered in the context of a fully utilized VA health 
care delivery system that takes into consideration the tenets of the GI Bill of 
Health, VA/DoD sharing, the Veterans Millennium Health Care and Benefit Act and 
the mission of the Department of Homeland Security. VA must also provide a list 
of capital assets to the Department of Homeland Security for consideration in stra- 
tegic planning at the local, state, and national level. 

Medicare Reimbursement. — The American Legion recommends Medicare Reim- 
bursement for VA on a fee-for-service basis for the treatment of nonservice-con- 
nected medical conditions of enrolled. Medicare-eligible veterans. Additionally, vet- 
erans should be authorized to participate in the Medicare i- Choice option by choos- 
ing VA as their primary health care provider. 

Medical School Affiliations. — The American Legion supports the mutually bene- 
ficial affiliations between VA and the medical schools of this nation. The American 
Legion also recommends appropriate representation of VA Medical School affiliates 
as stakeholders on any national task force, commission, or committee established to 
deliberate on veterans’ health care. 

Mandatory Funding for VA Medical Care. — The American Legion recommends 
that Congress designate VA medical care as mandatory spending and provide discre- 
tionary funding required to fully operate other programs within VHA’s budgetary 
restrictions. Additionally, Congress should provide supplemental appropriations for 
budgetary shortfalls in VHA’s mandatory and discretionary appropriations to meet 
the health care needs of America’s veterans. 

Expanded Third-Party Reimbursement. — The American Legion recommends the 
following to improve accessibility to VA health care and expand third party reim- 
bursement: 

• All enrolled veterans would be required to identify their public/private health 
insurers. 

• VA would be authorized as a Medicare provider and be permitted to bill, collect 
and retain all or some defined portion of third-party reimbursements from CMS for 
the treatment of non-service-connected medical conditions. 

• VA should be authorized to offer a premium-based health insurance policy to 
any enrolled veteran having no public/private health insurance. 

• All enrolled veterans would be required to make co-payments for the treatment 
of non-service connected medical conditions and prescriptions. 

• All enrolled veterans with no public/private health insurance would agree to 
make co-payments for treatment of non-service connected medical conditions. 

SUMMARY 

The history of the veterans’ health care system is a lengthy story of evolution. Al- 
though its mission is simply stated in President Lincoln’s Second Inaugural Ad- 
dress — to care for him who shall have borne the battle, his widow and his orphan — 
financial obligation toward meeting that mission continues to lag. VA has never 
faced a shortage of patients, but has always endured financial pressures. From the 
beginning, VA was open to any veteran in need, until the 1980s when Congress en- 
acted legislation that divided veterans into three groups — service-connected vet- 
erans, economically indigent veterans, and all other veterans. For the first time, 
honorable military service wasn’t enough to qualify a veteran for access to a VA 
medical facility. 

From the founding of this great country to the present, America has recognized 
its obligation to the men and women of the armed forces — past, present, and future. 
As a grateful nation, providing timely access to quality health care, transitional as- 
sistance from military service to civilian life, timely adjudication of disability claims, 
and a final resting place continue to be a moral, ethical, and legal obligation. 

Recently, new terms like “core veterans” and “traditional users” have been used 
to serve as justification for America’s failure to meet the health care needs of its 
veterans. Yet, neither term appears in Title 38, United States Code. Such terms ap- 
pear only in the minds of bureaucrats. Veterans’ status has always had a direct cor- 
relation to honorable military service. A veteran is a veteran. So why has Congress 
and VA chosen to place veterans in separate priority groups? How could service- 
connected veterans in Priority Group 8 be denied enrollment in the VA health care 
system, when nonservice-connected veterans in Priority Group 7 can enroll? Neither 
Social Security nor Medicare places beneficiaries in priority groups, so why are vet- 
erans treated differently? 
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Neither Social Security nor Medicare has limitations placed on beneficiaries like 
Priority Group 8 veterans based solely on means testing or the HUD geographic 
index. Why the inequity? 

Granted financial contributions are normally made to both Social Security and 
Medicare throughout a beneficiary’s working life, but few Americans (less than 10 
percent) make a personal commitment toward national security as do veterans. If 
Social Security and Medicare beneficiaries are “guaranteed” funding or “guaranteed” 
timely access to medical care, why are veterans treated differently? 

It seems entitlement to Social Security benefits and Medicare coverage is unques- 
tioned by Congress. Yet, a veteran’s entitlement to timely access to health care — 
even for those willing to pay — is always being questioned, budget year after budget 
year. 

There seems to be a misconception among certain groups that designating VA 
Medical Care as a mandatory funding item within the Federal Budget would pro- 
vide free health care for all veterans. This is not true. Mandatory Funding for VA 
Medical Care will provide a more accurate mechanism for funding VA Medical Care 
at a level that will ensure VA has the ability to serve all eligible veterans and to 
meet it’s self-imposed access standards — 30 days for a primary care appointment, 
30 days for a specialty care appointment and an average wait time of 20 minutes 
to be seen by a VA physician. 

Years of under-funding have created the current crisis in VA health care. Budg- 
etary constraints have led to staffing shortages, elimination of services and unmet 
demand for care. Rationing health care by denying access to Priority Group 8 vet- 
erans is not the answer. Charging an annual enrollment fee for certain Priority 
Groups is not the answer. Raising co-payments for outpatient services is not the an- 
swer. Raising co-payments for prescriptions is not the answer. Designating VA Med- 
ical Care as a mandatory funding item within the Federal Budget is a solid step 
toward improving accessibility of health care for all veterans and The American Le- 
gion fully supports this. 

Mr. chairman, veterans have served, are serving, and will continue to serve this 
Nation in an uncharacteristic manner — putting duty, honor, and country before self. 
Many national leaders have issued the challenge for Americans to serve this Nation 
as a member of the Armed Forces, both on active-duty and in the Reserve compo- 
nents. Fortunately, every day men and women freely accept that challenge. 

If America can find the money to bail out failed savings and loans institutions, 
commit troops to peacekeeping missions, rebuild foreign governments, provide 
health care for Third World countries, and forgive loans to foreign countries, then, 
surely, America can find the money to provide the needed care for America’s vet- 
erans. This is what veterans want, and I believe it is what America believes is right. 
Those same soldiers, sailors, airmen, and Marines securing the safety of foreign citi- 
zens may one day turn to VA for their health care needs. I am committed to ensur- 
ing that those brave men and women have a VA that can provide the care they 
need. 

Not far from here are the acres of white headstones at Arlington National Ceme- 
tery that serve as a constant reminder that the cost of freedom is a recurring debt 
paid every day by men and women in uniform. Each headstone represents a debt 
that can never be repaid. We honor those men and women by caring for their com- 
rades. This is something that no one disputes, yet is it also something that we as 
a Nation can do better — we will do better — we must do better. 

Mr. Chairman and Members of the Committee, that concludes my testimony. I 
ask that an electronic version of the final report be included in the record. 

Chairman Specter. Commander Conley, your voice sounded fine, 
and your testimony was profound, and we thank you for it. The 
special report by Commander Conley, “A System Worth Saving,” 
will be included in the record as requested. 

To repeat, we are very proud of you in Pennsylvania, our State, 
Ron, for the prodigious service you have performed, but all of 
America is proud of you. Veterans are indebted to you for your very 
comprehensive report. 

I note that your comments have been reported in a Pittsburgh 
Post Gazette article by Jack Kelley in today’s paper and by 
Suzanna Rosenblatt, Los Angeles Times staff writer. We will in- 
clude both of those reports as well, summarizing the testimony. 
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Executive Report: A System Worth Saving 

By Ronald F. Conley 
National Commander 
The American Legion 

“With malice toward none, with charity for all, with firmness in the right as God 
gives us to see the right, let us strive on to finish the work we are in, to bind up the 
nation’s wounds, to care for him who shall have borne the battle and for his widow 
and his orphan, to do all which may achieve and cherish a just and lasting peace 
among ourselves and with all nations. ” 

— Abraham Lincoln, March 4, 1865 


President Lincoln’s second inaugural address put into words a deeply held 
American conviction, a value destined to resonate across the decades - that those whose 


lives are altered by military service uniquely deserve the public’s 
care long after the guns fall silent. Such care is the reward for 
assuming a responsibility that can, at any given moment, take 
your life, or some piece of it. 

In 1959, Lincoln’s phrase “to care for him who shall have 
borne the battle’’ became the official motto of what was then the 
Veterans Administration. The VA administrator of the time, the 
hard-driving Sumner G. M’hittier, had the words engraved onto 
plaques that were attached to the front entrance of the agency’s 
national headquarters in Washington. In the days before forget- 
table mission statements replaced oft-quoted mottos, there was 


“The term 
‘veteran’ means a 
person who served 
in the active 
military, 
naval, or air 
service, and 
w'ho was 
discharged or 
released therefrom 
under conditions 
other than 
dishonorable.” 

— U.S. Code, 
Title 3S, Sec. 101 


no question who the VA worked for, or why. 

Today, so much has changed. The Veterans Administration is now the Department 
of Veterans Affairs. It is no longer an agency tasked with providing services of last resort. 
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or on an as-needed basis, for the sick, disabled, weary and poor who onoe served our 
country in uniform. It is a Cabinet-level department whose duty is to repay a grateful 
nation’s debt to freedom, to cover the delayed cost of war. That cost includes fair com- 
pensation and benefits, as authorized by Congress and the President, for all men and 
women whose lives the government onoe risked to protect national interests. Rich or 
poor, disabled or not, from Florida or from Alaska, the risk was the same. A veteran is a 
veteran. Anyone who raised an M-16 in basic training, ran five miles in boots and packs, 
rappelled from a helicopter into an ocean, or discovered firsthand what it means to “fix 
bayonets” meets the criteria set forth in U.S. Code, Title 38, Section 101, as long as dis- 
charge was not dishonorable. The private who peeled potatoes in Korea. The seaman who 
swabbed the deck aboard ship in the Persian Gulf. The chaplain 
who delivered last rites to men ripped in half by machine-gun 
fire in Vietnam. The airman who spent four years in a bamboo 
cage. The computer specialist who saved lives on battlefields 
5,000 miles away. 

They all are veterans. 

WTiether they came home whole or not, they all came 
home changed by the experience. These are today’s users of the 
VA health-care system - a broad demographic cross-section of men and women who sac- 
rificed some part of themselves for America. 

As National Commander of the 2.7-million-member American Legion, the nation’s 
largest veterans service organization, 1 represent them all. And their welfare is the very 
purpose of the Department of Veterans Affairs. 

This report on the current VA health-care crisis was guided both by duty and priv- 
ilege. It has been my honor to meet firsthand so many talented people who fulfill our gov- 
ernment’s health-care obligations to veterans. I investigated more than 50 VA facilities 
throughout America in the past nine months, and the following remarks, observations 
and recommendations are based on discoveries I made and information provided to me 


“We can’t offer 
veterans the 
health care they 
deserve while 
simultaneously 
cutting the VA 
budget to 
the bone.” 

— Sen. Jay Rockefeller, 
D-W. Va., 1994 
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along the way. 

in touring these facilities, 1 did not stay with the group. I compared boardroom 
pronouncements from administrators and public-affairs staff with the unabashed opinions 
of hard-working doctors, nurses and technicians on the front lines. Of course, I also 
spoke tvith thousands of veterans and their families who entrust their lives to this sys- 
tem. Among VA employees, I witnessed examples of dedication, professionalism, safety 
recognition and resourcefulness. Among veterans, I heard profound gratitude voiced for 
the quality of care they receive. 

But from nearly everyone, I also found acute frustration about the lack of timely 
access to VA health care, under-use of some facilities, over- 
crowding in others, and inconsistent budgets and budget expec- 
tations. The portrait is vivid. America’s excellent VA health-care 
system - a paragon of quality in so many ways - is being con- 
sumed by fiscal neglect. It is my duty as a leader of veterans to 
share that portrait with those who have the power to change it 
and to lay out what I found before a public that is largely 
unaware a problem even exists. It has been an eye-opening 
journey. 

My first stop was Dallas, Texas, last Sept. 20, where I 
gazed down the dark, dreary corridor of a long-term care facility 
and wondered, quite honestly, if I had been dropped off some- 
where in the 1940s. There, 1 found the first in a long line of facilities where capital 
improvements have been shelved for the sake of hitting a bottom line. At Bay Pines, Fla., 

I encountered a VA Medical Center where the list of veterans waiting six months or 
longer for primary-care appointments had been reduced to 14,000. At Prescott, Ariz., no 
one knew how many registered nurses worked in the hospital or how many new veterans 
were enrolling each month; I later learned that particular facility, where patient numbers 
have more than doubled since 1997, is on the chopping block. Conversely, in Salisbury, 


Veterans 
were promised by 
the Federal 
Grovemment that 
for their service to 
the country they 
would be provided 
a lifetime of health 
care services, as 
well as their own 
health care service 
network.” 

— H.B. 890, Centufy 
Vetercms Equitable 
Treatment Act, 
introduced Feb, 25, 2003 
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N.C., the director said 75 new doctors and 017 million are coming soon to solve that 
medical center’s five-figure backlog. Why there? And where was this money coming 
from? The director said he didn’t know, but he was sure it was coming. In Cheyenne, 
Wyo., the hospital director explained that his patient load had risen from 6,000 to 13,000 
in the same period that his staff numbers had dwindled from 385 to 340. A director in 
Louisville, Ky,, said the VA hospital under his supervision simply needs to be tom down 
and rebuilt; one emergency-room doctor there can expect to treat 50 or more veterans a 
day. And a director in Manchester, N.H., said veterans would be better-served in non-VA 
facilities. 

Throughout America, it is obvious VA health-care opera- 
tions are trying to do more with less. Demand has soared, and 
funding has failed miserably to keep up. Staff shortages are 
everj’where. Those shortages close beds, wards, emergency 
rooms, nursing homes and intensive-care units. The shortages 
force the patients for whom these facilities were built to be 
turned away. Shortages force the VA secretary to unravel the 
clear intent of the Veterans Health Care Eligibility Reform Act 
of 1996 by once again restricting enrollment only to the poorest 
and sickest among those who served. 

To its credit, America’s budget-strapped veterans’ health- 
care system does not ration quality. Unfortunately, because the 
funding pie cannot be cut into enough pieces for all, VA must ration access. That is why 
tens of thousands of veterans are waiting in line to see doctors. Honestly, what good is 
high-quality care if you can’t get an appointment to receive it? 

Capital-improvement measures to cope tvith recent demand growth remain 
sttmied until the potentially controversial CARES (Capital Asset Realignment for 
Enhanced Services) recommendations are unveiled. At Roudebush VA Medical Center in 
Indianapolis, the director reported his facilities must expand immediately to handle the 


“VA health care 
has been a well- 
kept secret for 
many years. Our 
goal through this 
new education 
campaign is to 
inform each and 
every veteran 
living in Maryland 
about their 
eligibility for VA 
health care and 
what we can do to 
assist them.” 

— Dennis H. Smith, 
Director, VA Maryland 
Health Care System 
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current patient load and to aooommodate all the projected growth. “We are in desperate 
need of additional clinic space,” the director answered on a questionnaire I submitted 
before my visit. “On our best days, we can make available an average of 1.3 exam rooms 
per provider when the local standard is two per provider ... At times there is not even 
one exam room per provider in the clinic. We have plans to expand, but this will be an 
ongoing issue.” 

Meanwhile, VA facility directors in other parts of the country are quietly gobbling 
up their capital-improvement reserves to handle day-to-day operating costs. The money 
has to come from somewhere. 

Affiliations with medical colleges and nursing schools pro- 
vide essential staff support at dozens of VA facilities. Ninety per- 
cent of the doctors at the VA Connecticut Health Care System in 
West Haven, Conn. , are affiliated with Yale University. The 
University of Pennsylvania medical school runs the Philadelphia 
VAMC emergency room ever\' night. The University of South 
Carolina School of Medicine, a national leader in colorectal can- 
cer research, shares the same campus as the VA Medical Center 
in Columbia, S.G.; on any given day, 50 or more university 
physicians and interns work in that VA facility. One VA medical center reported having 
affiliations with 68 different institutions of health-care education. 

But when VA facilities are downsized out of proximity to their med-school part- 
ners, those relationships are gone forever. This is happening right now in Chicago, where 
Lakeside VA Medical Center is merging with its sister facility on the other side of town, 
effectively dissolving VA’s long and successful relationship with Northw'estern University 
Medical School. Neither the veteran stakeholders nor the university administration had a 
voice in that decision, which w'as reached by an outside consuiting firm. 

VA collaborations with medical schools and with the Department of Defense con- 
sistently present mutually beneficial opportunities to share costs, pool services and meet 


“I am 
directing 
each network 
director to ensure 
that no marketing 
activities to enroll 
new veterans occur 
within your 
netw’orks.” 

— Laura Miller, 
Department of Veterans 
Affairs Under Secretary 
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national-security objectives. In Augusta, Ga., the Army hospital provides cardiac surgery 
for the VA facility, which in turn does the Army’s neurosurgery. Dozens of VA facilities 
around the country have dynamic partnerships with militaiy installations to perform dis- 
charge physicals, ROTG examinations and provide TRICARE services. In many locations, 
VA and DoD share property and facilities. 

VA’s role as a backup military' hospital in case of troop evacuation and as a pri- 
mary’ treatment facility in the event of biological or chemical attack, in partnership with 
the Department of Homeland Security, or in case of natural disaster, with the Federal 
Emergency Management Agency, only begin to describe the scope of the system’s so- 

V. 

called “fourth mission.” However, my investigation showed widely varying levels of pre- 
paredness for that role, attributable to the need in so many 
facilities to simply dedicate all available resources just to meet 
daily patient demand. In places like Salt Lake City, a VA decon- 
tamination training site, or Ann Arbor, Mich., where the staff is 
ready to administer the smallpox vaccine, it is clear the staff 
has dutifully prepared to face any disaster. Less clear is what 
would happen to all their veteran patients in the event of such a 
disaster or sudden need of the facility by our troops; in 
Columbia, S.C., the VA hospital backup is an Air Force hangar. 

One wild card that frequently affects VA-DoD collabora- 
tions is that often when the base command changes, a new 
agreement with the ^’A health-care facility must be negotiated and approved. Not only 
does that process consume valuable time and effort, it also adds uncertainty to long-term 
plans. The VA health-care system is beleaguered, from bottom to top, with such uncer- 
tainties - about partnerships, affiliations, staff recruitment, budgetable funds and, in the 
case of facilities destined to be'downsized, uncertainties about their very existence. 

Just as medical-school doctors and interns provide essential staff support in many 
VA health-care communities, relationships with National Guard and Reserve units can be 


“We have a sacred 
obligation to 
ensure that our 
nation’s veterans 
receive the honors 
and benefits that 
they have earned 
through their 
service to this 
nation.” 

— Rep. Christopher 
Smith, Chairman House 
VA Committee 
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just as vital in others. During my visits, the war on terrorism waged on, and, of course, 
Operation Iraqi Freedom entered new, troop-intensive phases. As more and more reserve 
units were activated, I found VA facilities paying close attention to just how heavily they 
depend on them. 

In Boise, Idaho, I was greatly puzzled about how the VA Medical Center there 
would function in the event of a major call-up. With a 5,000-deep waiting list and a med- 
ical staff heavily populated by National Guardsmen and Reserves, there was no doubt the 
facility would have to move patients out of the system if many of its staff were activated. 
In Wilmington, Del, I was told that a major call-up would likely 
close beds due to the deployment of much-needed Guard nurses. 

In San Juan, Puerto Rico, 60 of the facility’s 234 staff members 
who serve in National Guard and Reserves were already activat- 
ed when I visited in April. So many directors reported being 
short-staffed already, on all fronts - doctors, nurses, pharmacists, 
radiologists, medical technicians - losing even 10 or 15 percent 
from a facility’s workforce of trained caregivers could be devas- 
tating. 

Nearly all the strategies suggested to solve this crisis have 
focused on reducing access, outsourcing services or finding ways 
around paying the actual cost of providing care. Dovvnsizing is 
not the answer to unprecedented demand. The strategy of cut- 
ting off hundreds of thousands of previously eligible veterans - 
those now categorized in Priority Group 8 - from enrolling in the VA system is not an 
acceptable response to fast-rising patient growth. The strategy of closing down hospitals 
and consolidating VA Medical Centers in order to sell the real estate and reduce overhead 
is not an acceptable respoirae to years of inadequate funding to update facilities. The 
strategy of handing out vouchers and sending veterans to non-VA hospitals and nursing 
homes for such maladies as Post-Traumatic Stress Disorder, Gulf War Illness, spinal cord 


“This recent 
practice of dividing 
us into categories 
and priorities is no 
more than a shell 
game designed to 
deprive deserving 
veterans of the 
health care they 
were promised at 
the time our 
nation needed 
them.” 

— Robert W. Spanogle, 
American Legion 
!<ational Adjutant, 
commission member, 
the President's TUsk Force 
to Improve Health Care 
Delivery for our 
Nation’s Veterans 
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injury, Agent Orange-related diseases or for prosthetic-limb replacement is not an accept- 
able response for veterans who need a health-care system designed specifically for their 
unique circumstances. A strategy of basing the VA health-care budget on discretionary 
federal funds, rather than mandating that such costs be covered - or creating a mecha- 
nism by which they can be - is both a failure and an insult to ever>’'one whose blood has 
been wagered to keep this nation free. 

Last January, the administrative decision to suspend new enrollment of Priority 
Group 8 veterans was made in the interest of stemming demand the VA health-care sys- 
tem could not handle, within existing appropriations. However, 
by cutting off that particular group - those veterans of the high- 
est income levels - the system lost the population of patients 
most likely to have health-insurance policies and the ability to 
share in the cost of their care. 1 found this decision especially 
ironic after having heard frustration from every' corner of the 
country about VA’s expectations for third-party reimburse- 
ments. 

Last year in San Juan, Puerto Rico, the third-party reim- 
bursement target was S8 million. The facility beat it by 
S200,000. This year, the target was doubled to S16 million, a 
is at least S5 million too high. Additionally, 1 was told, a collec- 
tion agency received 25 percent of the third-party reimbursements collected in San Juan. 
In Omaha, Neb., where third-party reimbursements are turned over to a collection 
agency after 90 days, the budget target jumped from Sl4 million to S18.9 million. In 
Anchorage, Alaska, the third-party reimbursement bar was raised from 82.8 million to 85 
million - at a facility that does not have room for any veterans who are less than 50-per- 
cent service-connected disabled. In Minneapolis, the third-party reimbursement target 
jumped from 815.5 million to 823 million. All the pressure to hit these targets and to 
educate an insurance Industry that has been slow to accept the idea of paying claims to 


“A mandatory 
funding stream ... 
will bring 
increased stability 
and predictability’ 
in funding the 
health-care system 
designed to meet 
the needs of our 
nation’s veterans.” 

— Rep. Lane Evans, 
ranking Democrat, House 
VA Committee, 
co-sponsor of H.R. S2S0 


figure their director say; 
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VA hospitals has added new strain to the system, forcing more and more facilities to out- 
source collections, but the real zinger is this; success is punished because the new, 
increased third-part>' reimbursement target comes right off the top of next year’s budget. 
Example: In Anchorage, the director who collected ^3.5 million when his target was S2.8 
million got a new target of S5 million; his regular operating budget only increased from 
$79 million to 580 million, so in the end, he loses 5500,000 in operating funds for having 
beaten his target by 5700,000. 

Third-party collection targets for VA facilities are set higher in some VISNs 
(Veterans Integrated Service Network), and lower in others for reasons that were never 
well explained to me. In Birmingham, Ala., for instance, where the total budget was 5128 
million, the third-party reimbursement target was set at 512 million. The facility collect- 
ed 513 million. The new target was then set at 513.7 million. Compare that to 
Wilmington, Del., where last year’s target of 53 million is now doubled to 56 million, after 
the facility collected 53.2 million. On similar collection performance, Birmingham’s tar- 
get was raised 12.4 percent while Wilmington’s target went up 100 percent. 

I know these numbers cannot possibly be conjured from out of thin air, but many 
directors I spoke with agree that it is doubtful major increases in third-party reimburse- 
ment targets can be reached this year because the population of veterans driving that 
revenue stream - formerly Priority Group 7s who later became Group 8s - have been 
removed from the equation. Third-party reimbursement targets were a consistent bone of 
contention with nearly ever)' VA director 1 met. I can understand why. The targets have 
been raised dramatically - doubled in some cases - an amount VA subtracts from the fol- 
lowing year’s operating allocation. The result of beating the target is often a substantially 
higher one the following year. And now, the population of veterans most likely to gener- 
ate third-party reimbursements has been cut out of the system. Among the many chal- 
lenges facing VA directors Tmet, increases in third-party reimbursement targets may well 
be the most consistently frustrating for them. 

That’s because no matter what happens with third-party reimbursements, these 
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directors know they have a much bigger fiscal problem: the vast mismatch between fund- 
ing and demand. Scarcity of budget dollars inherently creates competition among VA 
facilities, and inconsistent veteran care is the result. How else can you explain shortage- 
based backlogs of 10,000 or more patients (Bay Pines, Fla.) less than 750 miles away 
from facilities that boast next-day service (Jackson, Miss.)? A mandator)’ appropriation 
model for VA health care - just like Social Security and Medicare - is the route we must 
travel to solve this problem once and for all. Funds must be allocated on a cost-per- 
enrolled-veteran basis, indexed annually for inflation. 

Does that mean free health care for all veterans? 

No, it does not. 

It means all veterans with the ability to use their insurance, including Medicare, 
should be free to choose VA facilities for their health care, regardless of economic status 
or level of service-connected disability; they could be required to reveal any insurance 
coverage they have and make reasonable copayments for treatment of conditions unrelat- 
ed to their military service. For those veterans who don't have health insurance, VA can 
offer a premium-based health-care benefits package. Indian Health Services, which is just 
as much a federal entity as VA, is authorized to bill for reimbursement from Medicare, an 
option that currently does not exist for VA facilities. 

In essence, my entire year has been spent collecting examples of the many ways 
in which the discretionary-appropriations mode! fails to fulfill the care-giving purposes of 
VA. I am now convinced that anything less than a mandator)’ funding model is a guaran- 
tee that veterans, their service organizations, congressional committees and VA officials 
will continue visiting and revisiting this issue until they realize that 30-peroent increases 
in demand cannot be served by 7-percent increases of funds. AH the commissions, task 
forces, committees and panels in America can debate the details and dream up new ways 
to cut corners for years on end, but there’s one prevailing reason for this health-care cri- 
sis. That reason is the funding formula. 

Evidence of the funding problem is the most glaring consistency across the system. 
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Inadequate resources plague every facility in every VISN, Even in the best-endowed facil- 
ities, such as those in the Puget Sound area in and around Seattle, Wash,, where the 
annual budget is S296 million and outside research dollars account for more than S400 
million more, a shortage of nurses there means the intensive-care unit cannot always 
function. And although research money represents the largest piece of that system’s rev- 
enue pie, facilities there remain more than 50,000 square feet short of having sufficient 
space for the research their grants require them to perform. To make ends meet, like so 
many facilities across the country', Puget Sound digs into its capital-improvement 
reserves. 

In Omaha, Neb., for the past two years, two-thirds of the capital-investment fund 
has been exhausted to cover operating costs. This year, the director there hopes the capi- 
tal reserves only dwindle by half in order to meet regular expenses. In Ann Arbor, Mich., 
use of capital-investment money to balance the budget is a foregone conclusion; unfortu- 
nately, the director there projects a S7 million deficit anyway. 

However, the shortest route between deficit and surplus at any VA facility runs 
straight through payroll. That’s why there are staff shortages everywhere. 

In Chej'enne, Wyo., the hospital director, a doctor himself, treats patients along- 
side the physicians under his supervision. That facility, where demand has more than 
doubled while staffing has decreased by over 10 percent, must routinely shuffle patients 
from floor to floor to put veterans into proximity of caregivers. There, they are forced to 
perform the kind of triage one might expect on a battlefield, but not in a VA hospital. At 
Edward Hines Jr. VA Hospital in Hines, 111., there are seven vacancies for spinal-cord spe- 
cialists, despite finder’s fees and signing bonuses. In many locations, VA facilities are 
forced by urgent demand to fill in with agency-contracted nurses, part-time doctors and 
short-term foreign physicians looking to fulfill the minimum requirements of their J1 visa 
obligations so they can start practices elsewhere. VA has been forced to rely on short- 
term and contract arrangements more and more to cover increased patient numbers. 
When I visited the Bay Pines, Fla., medical center in October 2002, the federal budget 
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was still hung up in Congress. The director there reported on my questionnaire; “At pres- 
ent, we have no '03 budget and are operating at ’02 levels, under the existing continuing 
resolution. Continuing resolutions are very destructive with respect to any planning 
activities. Based on current information, it is quite possible we would operate under a 
continuing resolution for the next four or five months, which represents a significant 
challenge as we attempt to deal tvith medical inflation, pay raises and increasing work- 
load.” 

Nearly every facility I visited reported that the only way they can hire and retain 
pharmacists is by restructuring salary scales. A director in Birmingham, Ala., explained 
that it’s impossible to keep up with the private sector when a pharmacist in Atlanta, Ga., 
can receive a free Mercedes-Benz as a signing bonus. In California, they get BMWs. In the 
VA system, they’re lucky to get competitive pay. In Lexington, Ky., I was informed that a 
pharmacist who works in the back of a local groceiy store or chain retailer can expect 
$20,000 more a year than a VA pharmacist. 

Every ward I visited at Bay Pines — one of the largest VA facilities in the nation — 
suffered from a nursing shortage. Some wards reported only two registered nurses for 
every 32 patients. In Knoxville, Iowa, I was informed that nurses there were required to 
work 40 hours of overtime a month, and it was not uncommon during night shifts for one 
nurse to handle two wards - up to 52 patients - alone. 

They’re short-staffed and working overtime in Hampton, Va. They’re short-staffed, 
working mandatory overtime and closing beds in Lexington, Ky. They’re short-staffed and 
calling in retired nurses part-time in Augusta, Ga., and in Boise, Idaho. They need 20 
more nurses in Jackson, Miss., but don’t have the budget to bring them in. At Hunter 
Holmes McGuire \A Medical Center in Richmond, Va., 510,000 signing bonuses are paid 
for nurses who are so difficult to recruit and hire that only 277 of the facility’s 427 
authorized beds are available for patients — this at a facility where more than 2,000 veter- 
ans w'ait six months or longer to see a doctor, and it’s not uncommon for a veteran to sit 
in the w'aiting room six hours for an eye appointment. 
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A facility in Mississippi pays ^330,000 a year for contracted orthopedic surgery 
services when 3185,000 would put such a surgeon on the payroll. In Tucson, Ariz., the 
director said he was paying 3500,000 a year for similar specialized care that could be 
purchased for 3300,000 less by hiring a staff doctor. The only explanation I can under- 
stand for such decisionmaking is that facility directors do not know one year to the next 
if their budgets will cover a regular payroll commitment. And when the federal budget is 
hung up, as was the case last year, VA directors have no confidence to make longterm 
payroll commitments of any kind; they bring in subcontractors at higher rates instead. 
And those facilities that are subject to CARES downsizing certainly are not in a position 
to offer secure commitments. 

All these adversities connect to the central problem: a discretionary funding for- 
mula that, by its cyclical nature, does not allow for the execution of long-term plans. It 
becomes a system of triage, a system where veterans are pouring out of waiting rooms 
and appointment books are filled up six months, a year, even two years out. 

Eveiytvhere in the system, veterans are waiting, waiting, waiting. Some worry that 
they will die before they get in to see a doctor. Ernest A. Masche of Hickoiy, N.C., 
expressed his frustration this way: “I applied for VA health care in March 2002. On Aug. 
23, 1 received a letter stating 1 had been accepted and placed in Priority Group 5. I have 
been waiting since then for a primar>'-oare appointment. I recently contacted VA and 
asked what is taking so long. ‘Everyone’s waiting,’ I was informed. ‘WTien your number is 
picked, you’ll get a call.’ My wife and I are on a fixed income ... I served because I love 
my country. I’ve never asked for a thing but this one time. I’m afraid I might die before 
help arrives.” 

Many veterans have lost hope. They are disillusioned and feel betrayed. Ernesto A. 
Tafoya of Pueblo, Colo., says he never believed the government owed him anything, ‘‘but 
when 1 signed up for the military, the government said they’d take care of me. They’ve 
been telling us that for 60 years. They haven’t followed through yet, and it doesn’t seem 
like they’re going to.” 
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VA facilities so often have to seek outside contractors to follow through on their 
most urgent responsibilities. UTien the patient backlog broke 10,000 in Portland, Ore., 

VA contracted outside providers to care for 4,500 of them. All of the long-term care and 
Alzheimer’s/dementia cases are contracted out at the Birmingham, Ala., VA Medical 
Center. Frequently throughout the nation, I found VA contracting with states for nursing- 
home care. At the VAMC in Anchorage, Alaska, approximately half the budget is spent on 
contracted sendees, and any veteran who needs specialty care is flotvn to Seattle, If not 
for outside contractors, medical-school physicians, J1 visa doctors. National Guard and 
Resen'e health-care providers and DoD support, VA would have an extremely difficult 
time functioning in most parts of the country. 

At some facilities, long-term care and mental health treatment are inter-mingled, 
due in no small part to a lack of resources to create and maintain separate programs. In 
most facilities, patients who suffer from Alzheimer’s disease - with the serious level of 
attention it requires - share space with the regular nursing-home population or with 
those who suffer from other forms of mental illness. Some facilities have excellent pro- 
grams in these areas. Others outsource it completely. Some make no attempt. Such 
inconsistencies exist because VA directors don’t have enough resources from the govern- 
ment to deliver care in balanced measurements. 

And yet, funding always seems readily available in billions for foreign aid, millions 
for pork-barrel projects that range from restoring statues of mythological gods to subsi- 
dizing Elvis impersonators who perform weddings aboard airplanes, and there’s always 
enough to keep sending young men and women off to foreign lands in defense of our free- 
doms, or for those of other nations. If histoiy tells us nothing else about veterans, we 
know America w'ill keep producing them. 

And when the U.S. government issued orders for soldiers, sailors, airmen. Marines 
or Coast Guardsmen to deploy, 'the clause “within existing appropriations” was never 
mentioned. There w'ere no 14-month scheduling delays. When the call came, veterans 
stepped up. Now that the roles have been reversed, it’s a different story. Army veteran 
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Ahnighto E. Riddick of Elizabeth City, N.C., was informed by the Department of Defense 
that his unit had been exposed to nerve agents during Operation Desert Storm and was 
told to immediately contact VA for help. Immediately, he >vas put on a two-year waiting 
list for a primary-care appointment. “I’m frustrated because 1 gave my country loyal sen^- 
ioe,” the veteran explained. “Uncle Sam has turned his back on us.” 

A veteran from Joplin, Mo., must travel 255 miles one way to the Harry S, Truman 
Memorial Veterans VA Hospital in Columbia, Mo., because no VA facility nearer Can treat 
his diabetes. In Salisbury, N.C., diabetes care represents about 18 percent of the patient 
load and consumes .016 million of that facility’s 0135 million annual budget. At Little 
Rook, Ark., the line for the MRl machine is 1,000 veterans long. In Charleston, S.C., the 
CARES market plan recommends a 100-percent increase in square footage. In Spokane, 
Wash., there are eight beds for the 2,800 unique mental-health patients served there. And 
the reason for closing down Lakeside VA Medical Center in Chicago, as far as I can see, 
has nothing to do with Abraham Lincoln’s words, does not fulfill the government’s obliga- 
tion one bit. In fact, it stinks. 

The words of a veteran who responded to The American Legion's “I Am Not a 
Number” campaign last year keep rolling over and over in my mind. “I spent 27 months 
of my life in that hell-hole called Korea and this is the best my government can do for 
me?” 

I think nOt, 

The Department of Veterans Affairs is America’s biggest managed-care s}'stem. It is 
a national treasure. Access to it is a good reason for any young man or woman to serve in 
the U.S. Armed Forces. This health-care system was created because the health-care 
needs of veterans are unique, and the U.S. government has an inviolate responsibility to 
see to it those needs are fulfilled. That is why VA has 162 hospitals, 850 clinics, 137 
nursing homes and 43 domiciliaries designed to serve veterans. The existence Of this pro- 
gram stands as profound evidence of our nation’s gratitude to those “who shall have 
borne the battle.” Call it a debt. Call it an obligation. Call it a promise. The VA health- 
care system exists because it is woven into our national value system. It exists because 

tens of thousands of men and women were willing to give their lives for the freedom of all 
others who make America their home. That is why it is a system worth saving. 
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Consolidated Site Visit Report 


The following material represents a summarization of information provided to 
American Legion National Commander Ronald F. Conley during site visits to VA health- 
care facilities throughout the nation during the past nine months. Some facilities were bet- 
ter-prepared than others to provide consistent, relevant information, herein current at the 
time the visits were made. The following report, broken down by facility, is condensed from 
a collection of larger reports, available through The American Legion’s Veterans Affairs & 
Rehabilitation Division in Washington, D.G. 

North Texas VA Health Care Medical Center 
Dallas, Texas 
Sept. 20, 2002 

Demand and Delay: 130 beds operating at 80-percent capacity. Parking is limited. The 
campus used to be much larger than its current 85 acres, but VA gave the property to the 
Dallas Independent School District free of charge. Now the Dallas VAMC leases a portion of 
that same property back from the school district, for parking. Demand has grown 16 per- 
cent while the budget has grown 5 percent. 

Funding: Budget was 815 million short. Third-party reimbursements generated 816 mil- 
lion; the target for 2002 was increased to 820 million, and Dallas VAMC collected 823 mil- 
lion of which 83 million went to reduce the operating deficit. 

Long-term care/mental health/homeless: Mental health represents 18 percent of the work- 
load - approximately 11,000 mental-health patients in the hospital and another 2,500 out- 
side. The main facility was built more than 70 years ago and is inadequate to meet the 
needs of veterans seeking mental-health care. Plans for developing a new mental-health 
care hospital have been on the books for a couple of years - five stories at a cost of about 
833 million today when, if done when the need w’as first identified would have been 819 
million. The cost continues to rise as physical improvements are stalled in the CARES 
process. 

Bay Pines VA Medical Center 
St, Petersburg, Fla. 

Oct. 19, 2002 


Demand and Delay: The backlog of patients w'aiting for a primary-care appointment is 
14,000. One-hundred new veterans apply each month. 

Funding: They are currently collecting 832 million to 836 million in third-party reim- 
bursements. 

Affiliations/partnerships: University of South Florida Medical School. 

Staff shortage: Extremely short on nurses. 

Emergency room: One ER doctor treats 60 to 70 veterans a day. 

Long-term care/mental health/horaeless: They offer three psychiatric-care programs. They 
have 104 domiciliary beds, 25 of which are used for homeless veterans. Women veterans 
seeking psychiatric care must w'ait up to four months for an appointment. 
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Togus VA Medical/Regional Office Center 
Augusta, Maine 
Oct. 21, 2002 

Demand and Delay: 5,400 new veterans must wait more than a year for initial primary- 
care appointments. Another 1,800 still waiting to be enrolled. 

Funding: g90 million operating budget, including S2.8 million from third-party 
reimbursements. 

Staff shortage: Shortage of staff, especially LPNs. 

Long-term care/mental health/horaeless: Long-term care, dementia, Alzheimer’s and psy- 
chiatric beds total 100. Togus is in need of a long-term psychiatric unit. 

Hunter Holmes McGuire VA Medical Center 
Richmond, Via. 

Nov. 1, 2002 

Demand and Delay: More than 2,100 veterans are waiting more than 30 days for primary- 
care appointments. New patients are waiting six to seven months for primar>’-oare appoint- 
ments. The wait at the eye clinic is six hours. 

Affiliations/partnerships: They have an agreement with the local medical college. 

DoD sharing; Agreement vrith DoD to serve as backup to local military health-care facili- 
ties. VA provides spinal cord care for DoD beneficiaries. 

Staff shortages; They are in need of nurses. They are offering $10,000 bonuses for spe- 
cialty-care nurses. They operate only 277 of the authorized 427 beds due to staff shortages. 

Long-term care/mental health/homeless; Geriatric primary care can only operate 70 of the 
98 authorized beds due to the nursing shortage. 

Fourth Mission: They are involved with DoD on homeland security planning. 

Hampton VA Medical Center 
Hampton, Va. 

Nov. 2, 2002 

Demand and Delay: 2,492 veterans waiting longer than 30 days for treatment. The hospi- 
tal is closed, e.xcept for the emergency room. 

Afflliations/partnerships: Sharing agreement with DoD. 

Staff shortage: Short staffed and working overtime. 

Long-term care/mental health/homeless: The substance-abuse and homeless-care areas of 
the mcility were dirty. Staff said it was the veterans’ responsibility to keep it clean. 

Additional notes; The Salvation Army leases one of the buildings, while some others are 
vacant. Surgery, orthopedic and women’s health care all share one building. 
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Louisville VA Medical Center 
Louisville, Ky. 

Nov. 5, 2002 

Demand and Delay: Approximately 280,000 veterans are treated as outpatients, more than 
3,000 veterans wait longer than 180 days for initial primary-care visits. Women have to go 
to a separate clinic; the hospital treats women on an emergency basis only. 

Funding: Budget was ^131 million. Third-party reimbursements were S6 million last year. 
This year Sll million was collected. 821 million budget for prescription drugs, 8l5 million 
of it was mail-order. 

Affiliations/partnerships: University of Louisville for doctors and Ivy League Medical 
School for nurses. 

DoD partnerships: Operates TRICARE Clinic and sharing agreement with Fort Knox. 

Staff shortage: Has staff members on light duty, due to injury, one RN per 10 patients. 
Short on eye-technicians, cataract surgerj' has a four-month wait. More staff is needed to 
operate the 168 authorized beds. 

Emergency room: With one ER doctor, they handle 50 emergency patients per day. 

Long-term oare/mental health/homeless: No long-term care. State handles it. 

Lexington VA Medical Center 
Lexington, Ky. 

Nov. 6, 2002 

Demand and Delay: Inadequate bed space for patient population. A backlog of 1,300 vet- 
erans waits 30 days to six months for primary-care appointments, About 15 new patients 
enroll per day. Some 7,500 veterans apply for eye care at the Cooper facility; 40 patients a 
day seek eye care. Audiology clinic is hampered by wait times, as is the optometry clinic. 
Optometry treats 8,000 veterans a year, and 36 veterans are waiting for pacemakers. 

Funding: Lexington lAMC has an operating budget of 5125 million. Third-party reim- 
bursements are at 5900,000 a month. 

Affiliations/partnerships: University of Kentucky doctors receive compensation to treat 
patients at the VAMG even though they fail to actually treat any veterans. Nurse practi- 
tioners perform most of the services. 

Staff shortage: Extreme nursing shortage. Able to provide care for 80 of the 105 beds. Two 
RNs and three or four LPNs are on staff to serve 26 patients. Mandatory minimum overtime 
is eight hours over a two-week time period. Pharmacists are urgently needed. Pay is inad- 
equate compared with private sector. Due to staffing shortages only seven of the 10 IGU 
operating beds are used. One technician is e.xpected to draw blood for every patient at 
Leestowm, 

Emergency room: One ER doctor treats 60 to 70 veterans a day. 

Long-term care/mental health/homeless: Limited to 60 beds, with 56 filled on average. At 
the Leestown facility there are 61 beds for hospice care, long-term care, rehabilitation and 
homeless veterans. Psychiatric patients are seen on an outpatient basis. Veterans needing 
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inpatient psyohiatrio care are admitted to the Cooper Drive facility, and the more severe 
cases are sent to Tennessee. 

Fourth Mission: There is a coordination plan in place with the city of Lexington and the 
University of Kentucky to respond in the case of a national emergency. 

Leestovm VA Medical Center 
Lexington, Ky. 

Nov. 6, 2002 

Demand and Delay; Current operating backlog of 1,300 veterans wait 30 days or longer for 
primar)'-care appointments. About 13 new patients enroll each day. Staff reports a waiting 
time closer to five months. 

Funding; Total budget is S125 million. Collected 3 percent more than targeted in third- 
party reimbursements. Went from 5300,000 per month to 5900,000 per month in third- 
party collections. 

Affiliations/partnerships: They have an affiliation with the University of Kentucky. 

Staff shortage; Due to the nursing shortage they must use agency nurses to augment 
salaried nurses. Difficulty recruiting and retaining pharmacists. Shortage of specialty doc- 
tors, especially optometrists. Also short on lab technicians. 

Emergency room: Have only one emergency room doctor to treat 65 to 70 veterans a day. 

Long-term oare/mental health/homeless: Formerly equipped to treat 1,200 long-term care 
patients; now operating 56 out of 60 authorized long-term care beds. Leestown facility 
operates 61 beds for long-term care, hospice, rehabilitation and homeless patients. 
Psychiatric care is provided on an outpatient basis. Cooper operates 19 beds for psychiatric 
treatment. 

St. Louis VA Medical Center 
St. Louis, Mo. 

Nov. 12, 2002 

Demand and Delay; Staff stated that no patient waits longer than 30 days for an appoint- 
ment. 

Funding: The budget is 5180 million. Third-party reimbursement target for FY 2001 was 
56 million. 57.5 million was collected. Third-party reimbursements for FY 2002 was 510 
million. 511 million was collected. 

Affiliations/partnerships: They have affiliations with St Louis University and Washington 
University, 

DoD Partnerships: A sharing agreement with DoD for joint laundr>' services, mental- 
health care and spinal cord injury care. 

Staff shortage; Staffing has improved recently. Some employees must work overtime to 
meet demand. The St. Louis VAMC would experience considerable difficulty if employees 
who are also members of the National Guard or Reserve are called to active duty. 

Emergency room: They operate an Ambulatory Care Unit. The ER treats 50 to 70 veter- 
ans each day. 
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Long-term care/mental health/homeless: They have 71 nursing home beds but only oper- 
ate 65 of those beds due to staffing shortages. 

Harry S. Truman Memorial Veterans Hospital 
Columbia, Mo. 

Nov. 14, 2002 

Demand and Delay: 27,000 patients. Number of beds has decreased from 210 to 117 total 
beds, 77 acute. The fifth floor of the building is empty with plans to remodel and add beds. 
Veterans travel from as far away as Joplin, 255 miles one way, for treatment because there 
is no closer VA facility that treats diabetes. The need for more beds in psychiatric and long- 
term care is obvious. There are 1,000 veterans waiting at least six months to see a primary- 
care doctor. Waiting list over 120 veterans for three levels of physical-therapy care. 

Funding: Operates on a S90-million budget. Last year collected 57,4 million in third-party 
reimbursements, 51 million over target. Facility brings in extra money by cooking for Meals 
on WTieels program. 

Affiliations/partnerships: Good working relationship with the University of Missouri. 

Staff shortage: Short of staff. If National Guard/Reservists were activated, staff of doctors 
and nurses would fall by 36, Many employees have 20 or more years. 

Emergency room: One doctor, one nurse, they see between 25 and 45 patients a day 

Long-term care/mental health/homeless: Four hospice beds and room for families to stay. 
Sixteen beds for substance-abuse care. All 12 psychiatric beds are full, and the need for 
more is constant. All 41 long-term care beds are full. 

Fourth Mission: Serves as DoD backup in case of emergency. 

VA Southern Nevada Health Care System 
Las Vegas Ambulatory Care Center 
Las Vegas, Nev. 

Nov. 15, 2002 

Demand and Delay: There are 120,000 veterans in the Las Vegas area and 35,221 use VA. 
Veterans seeking dental care must wait six months. 

Funding: The budget is 5110 million. Third-party reimbursement goal for FY 2002 was 
56.5 million. Third-party reimbursement goal for FY 2003 is 57.2 million. 

DoD sharing; They have a sharing agreement with Nellis Air Force Base. 

Staff shortage: They are in need of specialty-care doctors. 

Additional note: The real problem in Las Vegas is the condition of the facility. The facility 
was built in 1996 and is virtually unusable. The cost for VA to move out of this building will 
be 519 million and the cost to lease the new sites would be 54 million. 
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VA Eastern Kansas Health Care System 
Colmeiy-O’Neil VA Medical Center 
Topeka, Kan. 

Nov. 27, 2002 

Demand and Delay: Some 300,000 outpatients and 6,000 inpatients are seen here. The pri- 
mary-care wait is 50 to 60 days, not including the waiting time to have your name placed 
in the computer. 

Funding: The operating budget is $129 million. Third-party reimbursements are $10 mil- 
lion. They exceeded their goal and new target is million more than last year. Budget has 
been straight-lined for past two years. 

DoD sharing: They have a contract with DoD for $1 million. They contract with TRIGARE. 

Staff shortage: Shortages in physicians, dermatologists and audiologists. They are also 
short on LPNs. One-third of their clinical nurses are National Guard or Reserve. Also staff 
shortages exist in the IGU where there is one bed filled, but they have 10 beds. They use 
overtime and contract agencies to fill vacancies. 

Long-term care/mental health/homeless: There are 79 beds with 36 filled in the regular 
nursing home care. There is one psychiatric ward. 

VA Central Iowa Health Care System 
Knoxville, Iowa 
Nov. 29, 2002 

Demand and Delay: Some 30,000 veterans are treated each year. Conflicting information 
on waiting times. Average is anywhere from 60 days to six months for an appointment. 
Patients needing major surgery are transferred to Iowa City, 100 miles away. 

Funding: The FY 2002 budget is SI 10 million, with third-party reimbursements account- 
ing for S6 million. 

Affiliations/partnerships: They have no affiliation, but they do support and are involved 
with a non-profit group to train physicians at the VAMC. 

Staff shortage: Nurses work 40 hours of overtime per month. One RN is responsible for two 
wards on the weekends and at night. They are short seven nurses in the long-term care 
ward. 

Long-term care/mental health/homeless: Knoxville runs a day-care program for psychiatric 
patients and cares for 50 to 60 veterans a day. Inadequate staffing and limited hours are 
two main concerns of the program’s continued survival. Patients with dementia and 
Alzheimer’s disease reside in a locked ward much like the mental wards of the 1950s. 
1\venty-six of the 29 beds are occupied. 

Butler VA Medical Center , 

Butler, Pa. 

Dec. 27, 2002 

Demand and Delay: Butler has a backlog of 483 veterans awaiting care. It takes seven to 
14 days before a new veteran’s name is put into the computer. Once a veteran is placed in 
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the computer the hospital starts recording the wait time. The average wait time after a vet- 
eran is in the computer is 51 days. The four GBOGs are filled. 

Funding: Budget is between $45 million and $47 million. They collected $5 million this 
year in MCCF and HSIF. They have collected iil.l million since October of this year. They 
receive an additional 51100,000 annually in revenue received through rental space. 

Affiliations/partnerships; They have one grant program with Gatholic Gharities through 
their homeless program. 

Staff shortage: They have experienced difficulty recruiting and retaining LPNs and nursing 
assistants. 

Long-term care/mental health/homeless: They operate 86 long-term care beds, do\TO from 
106 beds before the Millennium Health Care Bill. They are currently treating 13 to 20 
Alzheimer’s patients and have a joint initiative homeless program known as the Shawn 
Place that provides transitional housing. They treat 2,200 psychiatric-care patients each 
year, 

Pittsburgh Healthcare System 
Highland Drive Division 
Pittsburgh, Pa. 

Dec. 27, 2002 


Demand and Delay: There are appro.ximately 1,800 veterans awaiting initial primary-care 
appointments. One-hundred new veterans apply each day. They treat 25,000 veterans at 
their four CBOGs. The Highland Drive facility provides care for 150 to 200 veterans. 

Funding: The FY 2002 budget was 5250 million. Third-party reimbursements totalled 5l2 
million in FY 2002. The target for FY 2003 is 514 million. 

Affiliations/partnerships: They have an agreement with the University of Pittsburgh. 

DoD sharing: They have agreements with DoD to treat Reserve personnel and TRIGARE 
beneficiaries. They also provide dental care to active-duty personnel. 

Staff shortage: The Pittsburgh VAMC is offering 5750 to anyone who refers a nurse to them 
who is hired. Approximately 100 employees are members of the National Guard or 
Reserves. 

Long-term care/mental health/homeless: They have 120 long-term care beds and six full 
rehm)ilitation beds. They have 50 dementia-care beds. Psychiatric-care beds have been 
reduced in the last two years. Currently they are remodeling to create a state-of-the-art 
psychiatric-care facility. The patients were moved from the psychiatric-care wards but no 
construction for the new facility has begun. 

Fourth Mission: University Drive Division has been involved in homeland security plan- 
ning with the city and county, 

VA Salt Lake City Health Care System 
Salt Lake City, Utah 
Jan. 6, 2003 

Demand and Delay: The system treats approximately 300,000 veterans per year, 28,000 of 



40 


whom are unique patients. The backlog of 520 veterans wait up to three months before see- 
ing a primar>'-care doctor. Veterans already in the system usually receive care in less than 
30 days. 

Affiliations/partnerships; They have an affiliation with the University of Utah Hospital. 
DoD sharin|: They have a sharing agreement with Hill Air Force Base that must be rene- 
gotiated with each new base commander. 

Staff shortage: They are short on nurses, pharmacists and doctors. They have 70 employ- 
ees in the National Guard or Reserve, 

Long-term care/mental health/homeless: They have 16 beds designated for the care and 
treatment of veterans with alcohol or drug-abuse problems. They have no long-term care 
beds. They maintain 15 residential beds for homeless veterans and have a joint program 
with the county to maintain 60 beds. They have a State Veterans Home on campus. Prom 
among 80 beds, 20 are designated for Alzheimer’s or dementia patients. 

Fourth ^Kssion: They serve as a primar>'-care site for any biological or chemical attack and 
as a VA training site for decontamination. 

Portland VA Medical Center 
Pordand, Ore. 

Jan. 7, 2003 

Demand and Delay: In August 2002, Portland’s waiting list numbered 10,000, and so VA 
contracted out care for 4,500 veterans. There are four GBOCs and veterans wait 60 days 
to a year to access. Salem Clinic is full. They have had to lay off some housekeeping 
employees in order to maintain current staffing levels for medical-care providers. 

Funding: Budget is S200 million. Third-party reimbursements for FY 2002 were $8.5 mil- 
lion. 

DoD sharing: There is a DoD agreement. 

Staff shortage: Shortages in physicians, nurses, pharmacists, specialty-care staff and radi- 
ological technicians. Between 100 and 120 medical staff members are currently in the 
National Guard or Reserves. 

Emergency room: Operates at full staff and sees about 80 to 100 veterans a day. They 
maintain a divert emergency care policy. Any veteran who is transported in an ambulance 
must first go to a public hospital to be 'treated and then they may be transferred back to 
VA. 

Long-term care/mental health/homeless: Nursing-home care services could be expanded. 
Portland provides no real care for dementia or Alzheimer’s patients. 

Fourth Mission: Portland is a primar)'-care hospital for any bio or chemical warfare treat- 
ment. 

Boise VA Medical Center 
Boise, Idaho 
Jan. 9, 2003 

Demand and Delay: They treat approximately 15,000 veterans each year. 
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Funding: They have a budget of S60 million. Third-party reimbursements for FY 2002 
were 55.8 million. Third-party reimbursement target for FY 2003 is SI million. 

Affihations/partnerships: They have an affiUation with the University of Washington. 

DoD Partnerships; They have a sharing agreement with Mountain Home Air Force Base. 
However, this agreement must be renegotiated with every new base commander. 

Staff shortage: They need nurses, medical technicians and doctors. They hire retired 
nurses to ease the shortage of nurses. They have had difficulty hiring and retaining phar- 
macists. Approximately 20 staff members are in the National Guard or Reserves. 

Emergency room: They treat an average of 20 veterans each day in the ER. 

Long-term oare/mental health/homeless; They transfer any Alzheimer’s or dementia 
patients to the State Veterans Home. Nine of 32 nursing beds are designated for treat- 
ment of alcohol and drug abuse. 

Richard L. Roudebush VA Medical Center 
Indianapolis, Ind. 

Jan. 13, 2003 

Demand and Delay: They receive approximately 350,000 visits each year. The average wait 
time is six to eight months for a primary-care appointment. The two CBOCs - in Terre 
Haute and Bloomington - treat 6,100 and 4,000 veterans respectively and are operating at 
capacity. 

Funding; The budget last year was 5167 million. This year the budget is 5170 million. They 
experienced a 57.8 million deficit. They collected 515 million in third-party reimburse- 
ments last year with a target of 513 million. The third-party reimbursement target this year 
is 517 million. 

AffiUations/partnerships: They have an affiliation with Indiana University and other med- 
ical facilities. 

DoD sharing: This VAMG is a backup for active-duty primaiy care in times of national 
emergency. They operate a TRICARE Clinic. 

Staff shortage: Recruiting and retaining nurses is difficult. 

Emergency room: Operates a divert policy in some oases. 

Long-term care/mental health/homeless: They have 16 beds set aside for hospice care. 
Acute beds and extended-care beds are full. Domiciliary’ beds are operating at 85-peroent 
capacity. 

Dayton VA Medical Center 
Dayton, Ohio 
Jan. 17, 2003 

Demand and Delay: The medical center has a backlog of 500 patients while the CBOCs 
average a backlog of 50 patients. Veterans w-ait a minimum of two months for an appoint- 
ment. Two of the four CBOCs are full. The CBOCs treat an average of 4,000 to 6,000 vet- 
erans each year. 
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Afftliations/partnerships; They have agreements with several nursing schools and Rice 
State University, 

Staff shortage: The Eye Care Clinic employees work overtime to meet patient demand. 
VAMG would experience strain if the 48 employees who are in the Guard and Reserve were 
activated. They have adjusted pay scales to improve recruitment of nurses, doctors and 
pharmacists. They have some difficulty recruiting technicians and LPNs 

Emergency room: Treats about 50 to 70 patients per day. 

Long-term care/mental health/homeless: They have 265 nursing home beds with 45 
assigned to Alzheimer’s patients. They operate 36 domiciliary beds and a lockdown unit 
with 18 to 23 psychiatric-care beds. They have adult day care, home-base care, respite care 
and a 28-step substance-abuse program 

Fourth Mission: They have a sharing agreement with Wright Patterson Air Force Base. 

Fargo VA Medical/Regional Office Center 
Fargo, N.D. 

Jan. 23, 2003 

Demand and Delay: They treat approximately 23,700 veterans and expect the older veter- 
an population to increase 18 percent by 2012. They have reported a space shortage of 6 
percent, and all four GBOCs are operating at capacity. Bismarck has a new clinic that can 
treat 5,000 veterans. They have a small backlog and enroll 250 new veterans per month. 
The current wait time for an appointment is one month. Wait time is longer for specialty 
care. The wait for eye care is one year. 

Funding: Their budget is S70 million. Third-party reimbursement target for FY 2002 was 
S7.9 million. They actually collected SlO.l million. They are currently operating with a 
S4.8 million deficit. 

Affiliations/partnerships: They have an affiliation with the University of North Dakota and 
with LPN and NA nursing schools. Dental and pharmacy students also are included. 

DoD sharing: Fargo has a sharing agreement with Minot Air Force Base. Fargo serves as a 
backup to Minot for emergency care for the military. 

Staff shortage: They have 42 staff members in the National Guard or Reserve. An activa- 
tion of troops would have a major impact on supplying quality health care. 

Emergency room: They do not have an emergency room. 

Long-tenn care/mental health/homeless: They have 50 long-term care beds but no hospice 
care. Funding for the homeless program was decreased from 3172,000 to 330,000. They 
have treated 2,000 homeless veterans since 1993, including 295 new homeless veterans 
last year and 37 in December 2002 alone. 

Minneapolis VA Medical Center 
Minneapolis, Minn. 

Jan. 28, 2003 

Demand and Delav: They are operating with a backlog of 11,000 veterans waiting for pri- 
mar\:-care appointments. They treat 35,000 to 64,000 veterans each year. The average wait 



43 


time for specialty care is 20 days. The wait tune for eye care is 80 days. They treat 550 new 
veterans each month. They operate five CBOCs that treat approximately 10,000 total vet- 
erans. 

Funding: The current budget is 8285 million. Third-party reimbursement target last year 
was 815.5 million. They collected 818 million in third party reimbursements last year. The 
target this year is 823 million. 

Staff shortage: They operate only 80 percent of their authorized beds due to staffing short- 
ages. Nurses work overtime and they contract agency nurses to meet patient demand. They 
struggle to keep staff in IGU and step-down wards. They currently employ 800 full-time 
employees. They need neurosurgical doctors. They also are in need of an additional phar- 
macist. They recently hired a radiologist after a three-year search and had to adjust the 
starting salary to make the position more attractive. 

Emergency room: The ER treats approximately 80 veterans per day. They divert all ambu- 
lances en route to the Minneapolis VAMG. 

Long-tenn care/mental health/homeless: The average stay in the psychiatric unit is 
approximately 30 days. They treat approximately 10,000 patients per year. The psychiatric 
unit operates a program for women veterans. Some of the contracts for psychiatric treat- 
ment are as short as 14 days. They have a contract with a local organization that provides 
care to homeless patients. 

Augusta VA Medical Center 
Augusta, Ga. 

Jan. 31, 2003 

Demand and Delay: The VAMG is divided into two hospitals - uptown (285 beds) and 
downtown (155 beds). Downtown facility has about 30,000 unique veteran patients, and 
approximately 500 a month are signing up. Total veteran population served by the facili- 
ties e.xoeeds 90,000. No CROC. No bacldog. They claim they can see a veteran in two hours. 

Funding: Budget is 8159 million. They were asked to collect 87.3 million and collected 88 
million. New target is 812.1 million. 

Affiliations/partnerships; The Army hospital does cardiac surgery for VA, and VA does neu- 
rosurgery for the Army. Agreement with medical schools for doctors, nurses and pharma- 
cists. 

Staff shortage: Doctor and nurse shortages are serious. WTien long-term nurses are short, 
they put beds out of service. Retired nurses are brought back, part time. The hospital has 
about 695 full-time equivalents. 

Emergency room: Ambulances are diverted. Some 60 to 70 vets a day are treated in the 
ER. ■ 

Long-term care/mental health/homeless: Sixty-bed domiciliarj’ at VAMG. The American 
Legion provides 810,000 annual grant for Alzheimer’s/dementia research. Homeless pro- 
gram has 12 beds, the product of a consolidation with the domiciliary program. Average 
length of stay is 12 to 13 days. The homeless program is a 30-day to 90-day program. 
Mental-health patients are treated at the uptowm facility. They treat PTSD and have 68 beds 
for a look-down unit. Nine females in the domiciliaiyt The 90 beds they had in 1990 for 
chronically mentally ill patients has been reduced to 15 due to budget. Hospice and pallia- 
tive care is contracted out. 
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Fourth Mission; Backup for DoD hospital for biological chemical warfare. Three employees 
activated and 49 more possible. 

Southern Arizona VA Healthcare System 
Tucson, Ariz. 

Feb. 3, 2003 

Demand and Delay: They treat 41,000 unique veterans and 400,000 oases per year. They 
have a backlog of 90 veterans waiting 90 to 120 days for an appointment. Approximately 
20 to 30 new veterans enroll each day. They operate five CBOCs and each is reaching 
capacity. 

Funding; The FY 2002 budget was 5150 million. The third party reimbursement target was 
56 million. They collected §6,2 million. The third party reimbursement target for PY 2003 
is 510 million. 

Affiliations/partnerships: They have an affiliation with the University of Arizona College of 
Medicine, 

DoD sharing; They have a sharing agreement with DoD and must renegotiate that contract 
with each new Commander, 

Staff shortage: They are in desperate need of nurses, especially ICU nurses. The turnover 
rate for nurses is 8 percent. They have raised pharmacist salaries 16 percent in the last two 
years to improve recruitment. They have approximately 50 employees in the National 
Guard or Reserve, 

Emergency room; They operate a divert policy when needed. 

Long-term care/mental health/homeless; They operate 84 long-term care beds and are cur- 
rently at capacity The mental health clinic treats approximately 5,000 veterans each year. 
They have 26 beds assigned and eight of those beds are in the lockdown ward. They have 
14 beds for Alzheimer’s patients and 18 beds for hospice care. 

Fourth Mission: They are involved in homeland security planning for the local 
community 

Northern Arizona VA Healthcare System 
Prescott, Ariz. 

Feb. 4, 2003 

Demand and Delay: They treat approximately 18,400 veterans. They have had an increase 
of 76 percent of patients treated. In 1997 they treated 9,733 and in 2002 they treated 
18,400 patients. , 

Funding: The budget last year was SS7 million. This year the budget is 560 million. They 
collected 53.6 million last year. Their third-party reimbursement target this year is 55 mil- 
lion. They are currently operating at a 51.5 million deficit. 

Afflliations/partnerships: They have an agreement with Midwestern University and other 
medical schools. They jointly purchased an MRI machine with Midwestern. 

DoD sharing: A sharing agreement at Camp Navajo. 
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Staff shortage: Some staff work overtime to meet requirements. 

Emergency room: Operates a divert policy In some oases. 

Long-term care/mental health/homeless: 16 beds are set aside for hospice care. Acute beds 
and extended-care beds are full. Domiciliary beds are operating at 85-peroent capacity. 

Carl T. Hayden VA Medical Center 
Phoenix, Ariz. 

Feb. 5, 2003 

Demand and Delay: They have no backlog according to the facility director. They do how- 
ever, have approximately 1,200 new veterans enrolling per month. They operate four 
CBOCs. One is at capacity. Each CBOC treats approximately 3,000 veterans. 

Funding; Their budget for FY 2003 is gl42 million. The FY 2002 third-party reimburse- 
ment target was S9 million. They collected SlO.2 million. The FY 2003 third-party reim- 
bursement target is S13 million. 

AffUiations/partnerships: They have an affiliation with the University of Arizona and 
Indian Health Services. 

DoD sharing: They have a cooperative agreement with Luke Air Force Base for one of the 
CBOCs, also a nurses’ teaching agreement with the Reserve Unit. 

Staff shortage: They are short on nurses and concerned that mobilization of employees 
who are members of the National Guard or Reserve would prove detrimental to their abil- 
ity to meet patient demand. They have 104 authorized beds but can only operate 92 due 
to staffing shortages. 

Emergency room; The ER does not provide life-support services. They treat 55 to 60 vet- 
erans per day. The ER is open 24 hours and is fully staffed. 

Long-term care/mental health/homeless: They have no Alzheimer’s or dementia secured 
area. They have one home for two to three homeless veterans. They work with the com- 
munity on homeless programs. 

Louis A. Johnson VA Medical Center 
Clarksburg, W. Va. 

Feb. 7, 2003 

Demand and Delay: 71 beds, about 85-percent occupancy. Served 17,926 unique patients 
in 2002, an increase of 5 percent, including 2,300 patients from outside their market area. 
Total enrollees equal 24,842, and about 200 new patients a month enroll. No waiting list. 
New enrollees wait 21 days for primaiy' care. 

Funding; Budget is S6S.2 million. Third-party reimbursement oollection target was ^4 mil- 
lion; they collected S4.8 million; target raised to S5.9 million. The VISN contracts out 
third-party collections. 

Affiliations/partnerships: Agreements with medical schools. 

Staff shortage; No shortage of nurses. They do work some overtime. Radiologists are con- 
tracted. There are 23 on medical staff who could be called to active duty. Had to adjust pay 
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scale to keep pharmacists. 

Emergency room: Open 24/7, but staff is limited. 

Long-term oare/mental health/homeless: Adult day care serves 4,637 patients and VAMC 
conducts 78,733 home-care visits a year. Seven psychiatric beds. No Alzheimer’s/dementia 
beds. 

Fourth AKssion: Beds are available for biochemical warfare casualties, decontamination 
capabilities. 

VA Ann Arbor Health Care System 
Ann Arbor, Mich. 

Feb. 13, 2003 

Demand and Delay: Despite evening and weekend primary-care clinics to catch up, the 
backlog still stands at 613 awaiting appointments 60 days or longer. Three GBOGs and 
more than 300 new veteran patients a month. 

Funding: Budget is S124 million. Third-party reimbursement last year was 57.4 million; 
they only collected 56.4 million; this year’s target is 511 million. Projecting a 57 million 
deficit and the VAMC has had to use capital-investment funds to cover costs. 

Affiliations/partnerships: Physicians are nearly ail members of the University of Michigan 
medical-school faculty. Large research program. Some are contracted out, mainly special- 
ists. School of nursing offers nurses on a rotational basis. Through agreement with DoD, 
provides examinations for ROTC and Reserves, looking into providing TRICARE. 

Staff shortage: Nurses work overtime. Salary structure built to stay competitive with 
Detroit VAMC. Salary structure adjustments necessary to maintain full pharmacy staffing. 
Audiology is forced to work overtime to keep backlog under 30 days. 

Emergency room: 24/7, mostly walk-ins, about 25 a day, 60 a day for urgent care. 

Long-term care/mental health/homeless: No beds set aside strictly for Alzheimer’s/demen- 
tia or hospice care. Eighteen beds designated for acute psychiatric care. Homeless care is 
contracted out. No domiciliary beds. 

Fourth Mission: Ready for distribution of smallpox vaccine. 

Central Arkansas Veterans Health Care System 
John L. McLellan Memorial Veterans Hospital 
Little Rock, Ark. 

Feb. 18, 2003 

Demand and Delay: No serious backlog. Veterans can be seen in about 20 days. About 400 
new veterans enrolling a month. About 52,000 unique patients a month. Workload has 
increased 40 percent while the work force has increased by 3 percent. Backlog for audiol- 
ogy is nine months. They operate one MRI and could use another, as more than 1,000 vet- 
erans are waiting for imaging. 

Funding: Budget is 5280 million. Third-party reimbursement target last year was 5l3 mil- 
lion; they collected 514 million; new target is 516.4 million. They have come close to using 
capital-investment money. 
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Affiliations/partnerships: Schools of nursing in the area. University of Arkansas medical 
sohool/great research program. Limited DoD agreement. VA provides physicals. Limited 
agreement with air base. 

Staff shortage: Staffing is a problem. Nurses are in short supply. Overtime must be used, 
contract agency nursing, too. Also planning to bring in retired nurses part time. Short on 
neurosurgeons. They have a need for more flexible pay for doctors and are forced to con- 
tract out physician services because they cannot offer competitive pay. VAMG does not 
know how many on staff are National Guard or Reserves, although some have been acti- 
vated. 

Emergency room: 24/7 with diversion program, about 1,600 patients a month. 

Fourth Mission: Involved in Homeland Security and serves as a primary hospital in case of 
militaiy evacuation. They have a special team to train for bio-chemical attack and have 
already begun distributing smallpox vaccinations. 

G.V. “Sonny” Montgomery VA Medical Center 
Jackson, Miss. 

Feb. 19, 2003 

Demand and Delay: Six CBOGs, all on contract, each of which sees 1,000 veterans a day. 
The hospital has 40,000 enrolled veterans, 36,000 in primaiy care. No backlog for primary' 
care reported, but the wait time for eye care is six months or more. Saturday clinics are 
offered to reduce cardiological and orthopedic backlogs. In addition to all the Priority 
Group 8 veterans who are now being turned away, they are still enrolling 20 to 25 veterans 
a day for primary care. Maintain 90 percent occupancy in acute beds and 95 percent in 
nursing home. 

Funding: Budget is S16S million. The target last year for third-party reimbursements was 
SlO million; they collected S10.5 million; new target is jSl4 million. 

Affiliations/partnerships: National Guard and ROTC arrangements, dental and TRICARE. 

Staff shortage: Paying S350,000 for contract orthopedic doctor who would cost S185,000 
on salary'. Using a float pool of nurses and contract nurses. 10 employees from the National 
Guard/Reserves who are activated and potential for 60 more. If all are activated, surgeries 
would have to be canceled and patients would have to be discharged. They could use 20 
more nurses but don’t have the budget for it. Pay scale restructuring necessary to keep 
pharmacists. 

Emergency room: Some 70 patients a day, 24/7, no divert program. The ER has a research 
and education program which the director says helps attract doctors. 

Long-term care/mental health/homeless; Alzheimer’s patients are mixed with psychiatric 
patients. An addition is needed to handle demand. They now have four long-term patients 
in a room and no private shower or private bathroom facilities in the rooms. The CARES 
process has determined the need to open a mental-health clinic. 

Central Alabama Veterans Health Care System 
Montgomery, Ala. 

Feb. 21, 2003 

Demand and Delay: No backlog. Veterans can get appointments the next day. Workload has 
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increased 6 percent this year, 9 percent the previous year. 60 new veterans a week sign up 
for prittiar)’ care. More patient growth is predicted, and staff is working full time on CARES, 
needing more services. 

Funding: Budget is ^130 million. Third-party target last year was S5.7 million, collected S6 
million, new target is S7.9 million. They have hired an outside contractor to collect this 
money at 9 percent of the take, which raises the question: what is to protect families from 
collection agencies when insurance companies don’t pay the full rate? 

AffiUations/partnerships; DoD sharing with three Army forts. They do separation physicals 
but have trouble with command changes. They treat some TRICARE but have cut it off out 
of fear their staff won’t handle it and the regular primar>'-care waiting list will pass 30 days. 
Affiliations exist with Morehouse College for Doctors and with some local nursing schools. 

Staff shortage: Some difficulty staffing nurses. Contract out cardiology. Staff works over- 
time, but it is not mandatory. The hospital has 10 employees already activated and a pos- 
sible 65 or 70, half of them caregivers, who could be called up. Special pay for pharmacists, 
active in the \Trtual Pharmacist program. In the ICU, nurses said they W'ere short-handed. 

Emergency room: They have an ER at both campuses - Montgomery and Tuskegee - both 
operating 24/7 without a divert program. 

Long-term care/mental health/homeless: Of the 160 beds in the VAMC, 60 are designated 
for dementia. Hospice is treated in the community, but they do have a hoptel. 

Fourth Mission: Secondary military' hospital, planning inoculations, involved in the com- 
munity for disaster or terrorist attack. 

Additional note: The director did not tour the facility with the commander. For the first 
time in all these visits, a veteran told the commander the quality of care was poor, 

Birmingham VA Medical Center 
Birmingham, Ala. 

Feb. 22, 2003 

Demand and Delay: In the past five years, the number of unique patients has grown from 
20,000 to 45,000. The VAkIC has S2 exam rooms and needs 20 more. They operate six 
GBOGs, all VA-staffed, all of which have been expanded three different times to meet 
increased demand. The CARES plan calls for five more GBOGs. The VAMC has about 150- 
200 veterans waiting 30 days or longer for primary' care. The GBOGs are worse, with 300 
each waiting 30 days or longer. If asked to perform as primary-care hospital for troops, vet- 
erans would have to be discharged due to lack of staff and space. The VAMC is short 
approximately 200,000 square feet to provide adequate care. 

Funding: Total budget of S128 million. Target for third-party reimbursements was 012 mil- 
lion; they collected S13 million; new target is S13.7 million. Capital-investment funds have 
not been used in day-to-day operations, but those funds have Seen reduced. 

AffUiations/partnerships: University of Alabama-Birmingham affiliations bring in 104 
interns who rotate every quarter. DoD agreement to do physicals for Reserves and at mili- 
tary discharge. Primarj'-care hospital for active duty if needed. 

Staff shortage: Shortages in doctors, nurses and technicians, especially short on specialty 
nurses. On staff are 140 employees in the National Guard and Reserve. Pharmacist pay 
scales have had to be adjusted to 885,000 to 890,000 a year in order to compete with 
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Atlanta, Ga., pharmacies that offer a Mercedes-Benz as a signing bonus to pharmacists. 

Emergency room; 24/7, sometimes 60-70 patients a day, six or seven of whom will be 
admitted to the hospital. 

Long-temt care/mental health/homeless: No long-term care; it’s contracted out, as is 
Alzheimer’s/dementia. Psychiatric oases are all outpatient. Director said 40-60 percent of 
patients have mental-health problems. About 45,000 visits a year and about 7,000 unique 
patients. No hoptel or facilities for families to stay while a veteran is in IGU. 

Fourth Mission; Involved in Homeland Security. 

Additional note; Director Y.C. Parris was a breath of fresh air, the first director to accom- 
pany me, candidly, as we toured through the rooms, meeting veterans, on Saturday. He 
learned from one veteran that he could not get into the Huntsville GBOC for the past 18 
months and he came to Birmingham on his own, where he could get looked at They 
brought the kidney under control and discovered he needed open-heart surgery. This was 
the first director who went with the commander and directly asked how patients were feel- 
ing. 

Ralph H. Johnson VA Medical Center 
Charleston, S.C. 

Feb. 24, 2003 

Demand and Delay; Appro.ximately 600-700 wait six months to a year for appointments. 
About 3,000 veterans sign up every year and the total patient load is 35,000. Three CBOGs 
in the VAMG, all VA-staffed. A 100-percent increase in square footage is the GARES rec- 
ommendation. 

Funding; Annual budget of S150 million. Third-party reimbursement target was S9.1 mil- 
lion; they collected S9.4 million; target increased to S12.4 million. Collection agency hired 
at 10.5 percent. 

Affiliations/partnerships; A movement is under way for the VAMG to merge with the 
Medical School of South Carolina. Strong research program. 

Staff shortage; Nursing shortages have forced this VAMG to close beds. Shortages of anes- 
thesiologists, chief of surgery and chief of primary care. Doctors are contracted in. If not 
for the university affiliation, this VAMG would have great difficulty operating. Pharmacist 
pay scales have had to be modified. Eight employees at this time activated, could lose 28 
more to military service. 

Emergency room; Operates only from 7 a m. until 10 p.m. During off hours, patients are 
diverted to other facilities, 

Long-tenn care/mental health/homeless; With 28 beds available, only 26 can be kept full 
because of nursing-staff shortage. Two Alzheimer’s beds and 16 psychiatric beds. 
Alzheimer’s/dementia patients are placed among general hospital population. 

Fourth Mission; Secondary militaiy hospital, limited involvement in homeland security 
and natural disaster preparedness. 
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WilMam Jennings Bryan Dom VA Medical Center 
Columbia, S.C. 

Feb. 26, 2003 

Demand and Delay: 47,000 veterans a year. In the past six years, 63-peroent increase in 
inpatients. They have six GBOGs and plans for a seventh. Backlog is about 875 to 900 
who are waiting 30 days or more. Conducting 600-800 C&P exams per month. 

Funding: Budget is 8146.4 million. Target for third-party reimbursements was 87 million; 
they collected 810 million; new target is 813 million. 

Affiliations/partnerships: South Carolina School of Medicine since 1977, campus is on the 
VAMG property. On any given day, 50 or more residents/students are working at this VA. 
Affiliation is vital to both the school and the VA. 811 million research grant for colorectal 
cancer. School’s budget of 828.5 million is being cut to 823 million. 

DoD partnerships: Several agreements - Moncrief Army Hospital, Shaw AFB, TRIGARE, 
U.S. Naval Reserve and Army Reserves. MRI-sharing and blood-sharing program with DoD, 
which saves approximately 8250,000 a year. 

Staff shortage: Nursing shortages drive incentive program where employees who recruit a 
nurse receive 8500; if the nurse signs, it’s 81,000. A new nurse receives a 85,000 signing 
bonus. Short on radiologists and other technicians. To keep pharmacists, they have had to 
modify salary structure. Because of shortage of critical nurses, ICU has been consolidated. 
On staff are 143 National Guardsmen and Reserves - 29 nurses and three doctors. A major 
call-up would strain staff. 

Emergency room: Operates from 8 a.m. to 8 p.m. Sees some 75-80 patients a day. Divert 
program used once in a while. 

Long-term care/mental health/homeless: VAMG sees 8,200 unique mental-health patients 
a year, comprising 59,000 visits. 10-12 psychiatric beds. No dementia unit. Mental health 
expansion needed. 

Fourth Mission: Air Force hangar is hospital backup in case of troop evacuation. Smallpox 
vaccination volunteers (135) available; vaccine to be administered by the county health 
department. 

Anchorage VA Healthcare System and Regional Office 
Anchorage, Alaska 
March 6, 2003 

Demand and Delay: Patients who need specialty care are flown to Seattle. Patient load has 
grown 16 percent over the past five years. Backlog of about 1,000 veterans. All veterans 
with less than 50 percent service-connected disability are placed on a waiting list because 
they don’t have enough money to care for them. All veterans will be rescreened and re-cat- 
egorized. 

Funding: One-half the budget goes for contract services. Budget is 880 million; last year it 
was 879 million, which is not really an increase because the director was asked to collect 
82.8 million in third-party reimbursements last year; he collected 83.5 million, and so his 
new target is 85 million. Therefore, he loses half a million in the end. 

Affiliations/partnerships: Agreement with Elmendorf AFB, 
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Staff shortage; Not enough doctors, especiaUy in specialty areas. Recent shortage of nurs- 
es, short six ICU nurses in joint venture with Elmendorf APB. 

Emergency room: Sees about six to 10 veterans a day. 

Long-term oare/mental health/homeless: VAMG has SO beds for homeless, the rest (about 
3,000 total) are vouohered to HUD. Alzheimer’s/dementia care is contracted out ... 13 dif- 
ferent contracts. No hoptel due to lack of funds. 

Iron Mountain VA Medical Center 
Iron Mountain, Mich. 

March 12, 2003 

Demand and Delay; About 130 people are waiting six to eight months for priniary-oare 
appointments. Among six GBOCs, four are full. Number of unique patients has increased 
from 12,407 in 2000 to 15,374 now. 

Funding; Budget is S45 million, up from S40 million last year. Target for third-party reim- 
bursements was S4 million; they collected S4.6 million; new target is 35.6 million. 

Affiliations/partnerships: No med school, but affiliations with nursing schools. 

Staff shortage; Difficulty hiring LPNs and RNs in the IGU. Short on doctors and have had 
to contract out specialty-doctor care. Two National Guard doctors called up. Three months 
ago, forced to work overtime due to shortage. Now overtime is on an as-needed basis. Pay 
scale has had to be changed for pharmacists. 

Emergency room; Operates 24/7, sees an average of sbc veterans a day. 

Long-term care/mental health/homeless; 20 hoptel beds, Alzheimer’s patients are sent to 
nursing homes or to Marquette. Home health care is contracted out. They have a mental- 
health clinic at each CBOG and about 1,300 mental-health patients a year. No numbers on 
homeless. Hospice care available, no adult day care. 

Fourth Mission: One of 75 decontamination sites, volunteers are lined up to deliver small- 
pox vaccinations. 

Wilmington VA Medical and Regional Office Center 
Wilmington, Del. 

March 13, 2003 

Demand and Delay; Director reluctantly admitted backlog of 1,000 in lower Delaware, 
waiting some six to nine months. In lower New Jersey, some 500 wait six to nine months. 
The survey response from this VAMG reported there was no backlog at all. Occupancy 98 
percent in the nursing home and 80 percent in the hospital. 

Funding: Budget is 362 million. Third-party target was 33 million, they collected 33.2 mil- 
lion, now the target is 36 million. 

Affiliations; They do physicals for Reserves, in contract with DoD, 

Staff shortage; Short one doctor, difficulty keeping pharmacists. Nurses work overtime. If 
National Guardsmen activated would have to close some beds. Short-staffed security is a 
strain on the budget. 
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Emergency room: 24/7 operation. At first, the director said they saw six veterans a day, but 
then he changed that figure to 70, 

Long-term care/raental health/homeless: No area set aside for Alzheimer’s/dementia, no 
hospice care, but do offer palliative care. Mental-health care is contracted out. No beds for 
homeless. No adult day care. 

VA Maryiand Health Care System 
Baltimore, Md. 

March 15, 2003 

Demand and Delay; Workload increased from 44,000 veterans to 50,000 veterans in 2002, 
They operate six GBOCs, one at capacity. 

Funding: The FY 2003 budget is ^334 million. It was S310 million in FY 2002. The target 
for third-party reimbursements last year was 07 million. They managed to collect S 10 mil- 
lion, Third-party reimbursement target for FY 2003 is Sl5 million, an increase of more 
than 100 percent. 

Affiliations/partnerships: They have an affiliation with the University of Maryland and 
other nursing schools. 

Staff shortage: They run a 7-percent vacancy rate on nurses. They are short on specialty 
doctors. The ER uses agency nurses. Personnel must occasionally work overtime. 

Emergency room: The ER operates 24/7. They treat an average of 120 veterans per day. 
They have a short-term divert program. 

Long-term care/mental health/homeless; The nursing home facility is 85-percent full. They 
operate a psychiatric adult-care program at Perr>' Point and have a homeless program with 
MC\/ET that operates 200 beds. They have a 50-bed dementia unit in Loch Raven. They 
have a lockdown unit with 18 beds for alcohol and drug rehabilitation and six beds for 
PTSD treatment. 

Fourth Mission: This is a primary receiving facility for DoD and part of the local Homeland 
Security program. 

Additional note; They have implemented a 10-percent retention bonus for lab technicians. 

Philadelphia VA Medical Center 
Philadelphia, Pa. 

March 20, 2003 

Demand and Delay: 5,600 veterans waiting six months or longer. 7,500 new veterans have 
signed up in the past six months. 

Funding; Budget is 0201 million. Third-party target was 09.6 million; they collected 09,65 
million; new target is 012 million. This facility has never had a problem collecting out- 
standing receivables, but the VISN has mandated that they use outside collection agency. 

Affiliations; University of Pennsylvania, ER is contracted to the university 7 p.m. to 7 a.m. 
Parkinson’s Disease research program, also one of four sleep-study programs. They have 
received 022 million for the research, but the labs are 30 years old. 
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Staff shortage; They are short on nurses and doctors but a^ressively recruit. Maintain five 
primary-care teams and three specialty-care teams. They want waiver of J1 rule. They are 
short nurses in the nursing home. 

Emergency room: Operates 24/7, seeing about 40 veterans a day, 24 percent admitted. 

Long-term oare/mental health/homeless: 240-bed nursing home that maintains 96-percent 
occupancy, no set-aside area for Alzheimer/dementia. Average age is 72 with some form of 
dementia. About 9,000 unique mental-health patients and about 90,000 visits a year. They 
have a hoptel but no hospice. 

Fourth Mission: Primaiy; care for the DoD. Has Homeland Security program. 


VA Nebraska Western Iowa Health Care System 
Omaha, Neb. 

March 24, 2003 

Demand and Delay: Group of three hospitals and two CBOCs, The Lincoln VA has turned 
inpatient care over to a local hospital under contract. The Grand Island facility also con- 
tracts with a local hospital for primaiy care, where nursing home care is provided. Backlog 
of 307 veterans wait seven months or longer for primary-care appointments. Before 
January, 350 to 450 veterans per month were enrolling. Now it’s about 250 a month. 

Funding; Budget is 5165 million. They were asked to collect 514 million in third-party 
reimbursements, collected 515 million and received new target of 518.9 million. 
Collections over 90 days are turned over. Capital-investment funds have been used heavi- 
ly to meet operational costs. TXvo-thirds of the funds have been used the past two years and 
half the funds are expected to be used this year. This means no new equipment. 

AfflUatlons/partnerships: Affiliations with Creighton University Medical School and the 
University of Nebraska. 

Staff shortage: Nursing shortage leads to use of agency nurses and retirees. Nurses work 
overtime. Also short some doctors. Had to reconstruct pharmacist pay scales to keep them. 
Still short. Also short technicians, radiologists and LPNs. They have had to pay finder’s 
fees, bonuses and retention allowances. They have 102 members in the National Guard and 
Reserves, two activated. 

Emergency room: ER operates 24/7 with 10-percent admittance. 

Long-term care/mental health/homeless: At Grand Island, 76 long-term care beds are avail- 
able with staff to handle 65. No beds for Alzheimer’s/dementia patients. They send some to 
Kno.xville, Iowa, 250 miles away. No psychiatric-care beds. 6,247 unique mental-health 
patients represent 84,900 visits a year, including 408 psychiatric admissions. No mental- 
health care in the CBOCs. 

Fourth Mission; This is a primary-care center for the militarj' and 103 employees have 
been vaccinated, to date. 
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Providence VA Medical Center 
Providence, R.I. 

April 6, 2003 

Demand and Delay; 2,000 veterans wait up to a year to see a primary-care doctor. 300 to 
400 new veterans sign up every month. Three CBOCs operate over lOO-percent capacity 
and still taking new veterans. 

Funding: S96-million budget, hoping for gl03 million. Last year’s third-party target was B4 
million; they collected 05.5 million and now have a target of 06.2 million. They handed an 
agency 2,000 patient names, and the agency found that 200 of them had third-party insur- 
ance willing to participate. They have had to use capital-investment funds for regular oper- 
ations in the past six years and now need new equipment. Director said they need stable 
funding. 

Affiliations: Brown University and Rhode Island Hospital. 

Staff shortage: Difficulty finding and keeping nurses, doctors, LPNs and techs. Agencies are 
paid finder’s fees to get them. Signing bonuses are paid. J1 visas are used. Pharmacy short- 
age so they contract with Chicago VAilG to fill prescriptions midnight to 7 a.m. 

Emergency room: 24/7, about 40 a day, 20 percent admitted. 

Long-term care/mental health/homeless: No long-term care or Alzheimer’s beds. They con- 
tract with the state veterans home and with VA in Boston. About 5,000 to 6,000 unique 
mental-health care veterans. They have 15 beds set aside for mental-health patients. One 
ward of the state veterans home is set aside to care for homeless veterans. 

Fourth Mission: Also a primary-care hospital for DoD with beds they can put immediately 
into service. Also serve state and city for emergency care. 

Albany VA Medical Center: Samuel S. Stratton 
Albany, N.Y. 

April id, 2003 

Demand and Delay: 34,000 veterans a year. 11 CBOCs and two primar>'-oare units. Only 
one CBOG is full. Three are fully staffed by VA. 85 new veterans a month enroll. Third- 
party collections are turned over to an agency. 

Funding; Budget of 0130 million. They did not know their target for third-party reim- 
bursements. Was told that HMOs do not have to pay for VA care, but Blue Gross and Blue 
Shield do. 

Affiliations: Affiliations with four nursing schools but no students yet. Affiliation tvith 
Albany Medical College. They get about 70 interns a year. 

Staff shortage: Short on doctors, nurses, technicians and pharmacists. No agency nurses, 
no finder’s fees, no recruitment bonuses; instead they are going from three inpatient criti- 
cal-care wards to bvo and from two long-term care wards to one. Most doctors are on con- 
tract. The cost difference for a retina doctor is 0435,000 for contract doctor on half-days 
compared to 0175,000 for a payroll doctor. They have 31 employees who are in the 
National Guard. 

Emergency room: 24/7, about 25-40 a day, 15-20 percent are admitted. 
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Long-term care/mental health/homeless: No Alzheimer’s beds, but they do have a memo- 
ry-disorder clinic. About 4,000 unique mental-health patients a year. 

Fourth Mission; Primary receiving facility for U.S. military. Eight nurses have received 
smallpox vaccinations. 

Additional note: As I walked up to this facility, 1 noticed that many windows had air con- 
ditioners in them. I asked why. 1 was told that half the facility was air-conditioned, and for 
years, it has been on the books to air-condition the rest of the facility. Veteran complained 
that he only saw' nurse practitioners and never a doctor. 

VA Connecticut Health Care System 
West Haven, Conn. 

April 14, 2003 

Demand and Delay; Signs up 400 new veterans a month. Number of unique patients up 
from 35,000 in 1998 to 50,000 now. Dollars do not keep up tvith demand. The facility has 
four teams: two for primary care, one for elderly care and another for mental health. The 
facility has 7,200 unique mental-health eases and about 150,000 visits a year. 

Funding; They have had to dip into their capital investment fund for day-to-day operations 
for three years in a row. They have a shortage of nurses, doctors, techs and pharmacists. 
Third-party reimbursement target was Sl2 million last year. They collected S13 million. 
Now the goal is ^19.6 million. 

Affiliations: Affiliation with Yale and University of Connecticut generates ^30 million in 
research a year. 90 percent of their full-time doctors are affiliated with Yale. 

Staff shortage: Active J1 program. Affiliations with several nursing schools. Pay finder’s 
fees and signing bonuses. They share staff with other local hospitals. 35 employees are in 
the National Guard and can be activated anytime. 

Emergency room: 24/7, but no one knew how many patients per day. 

Long-term care/mental health/homeless: No separate beds for Alzheimer’s or dementia 
patients. There is a hospice program and a hoptel for families. Active homeless program. 

Sah Juan VA Medical Center 
San Juan, Puerto Rico 
April 17, 2003 

Demand and Delay: 102,000 enrolled and 51,660 unique patients, but no waiting list. 
About 360 new veterans enroll a month. Four GBOCs and tw'o satellite offices. 348 beds, 
93-percent full. 120 nursing-home beds, 100-percent full, with waiting list. Planning now 
for a new hospital. Congress has already approved a new CBOG. 

Funding: Budget last year was 8240 million, this year 8280 million. Third-party reim- 
l3ursement target was S8 million; they collected S8.2 million; new target is 816 million. 
They feel they can collect 811 million. Outsource collections at a rate of 25 percent. 

Affiliations; Affiliations wth three different schools - 900 trainees and 137 medical resi- 
dents. 

DoD Partnerships; Numerous agreements with DoD. 
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Staff shortage: Shortages of nurses, technicians and doctors. Medical staff must work over- 
time, Nurse-to-patient ratio has increased. 234 employees are National Guard or Reserve, 
60 activated. 

Emergency room: 24/7. 

Long-term care/mental health/homeless: 120 nursing-home beds, 100-peroent full with 
waiting list, No separate unit for TUzheimerVdementia. Hospice but no adult day care, aside 
from mental-health day care. 10,387 unique mental-health patients 

Salisbury W.G. Bill Hefner VA Medical Center 
Salisbury, N.C. 

April 22, 2003 

Demand and Delay; 10,500 veterans on the waiting list and 1,100 new veterans enroll 
every month; ^17 million and 75 new doctors to lead primary-care teams are scheduled to 
be brought in to help bring down the backlog. Director said he did not know where the S17 
million was coming from. Veterans report having to wait a year for an appointment. This 
hospital represents half of the entire \TSN’s 22,500 backlog. Priority Group 8 veterans rep- 
resent 37 percent of those enrolled. No plans to handle new veterans from Iraq. 

Funding: Chief of staff reported that 18 percent of the veterans have diabetes and the cost 
to care tor them is about Sl6 million. The entire budget is S13S million. Third-party reim- 
bursement target last year was 54.8 million; they collected 56.3 million; their new target is 
511 million. They have been running a deficit and are using capital-investment funds for 
health care. 

Affiliations: Affiliations \vith Wake Forest University and 67 others. 

Staff shortage: All areas. No bonuses or finder’s fees for nurses. Some agency nurses. They 
work a lot of overtime. Forty employees are National Guard/Reserve. 

Emergency room: 24/7, admitting 60-75 patients a day. 

Long-term care/mental health/homeless: Outreach program for the homeless, 55 beds. All 
203 nursing home/Alzheimer’s beds are full, but one wing is closed due to shortage of staff. 
Could go up 270 beds. About 7,000 unique mental-health veterans per year. 700 unique 
homeless oases a year. 

Manchester VA Medical Center 
Manchester, N.H. 

April 28, 2003 

Demand and Delay; Four CBOCs are full, and yet still allowing new enrollees. Two are VA 
staff, two are contracted. About 18,000 unique patients a year. Prior to last January’s 
Priority Group 8 cutoff, 500 were enrolling each month. Now about 150 a month. About 
128,000 visits per year. The waiting list for primary care has been out from 1,000 to 760 
since March. The average wait is 10-12 months. Some veterans move up in line when 
American Legion service officers lobby on their behalf. Staff has been reduced from 650 to 
500. 

Funding; Budget is 560 million. Last year’s target was 54 million on third-party reim- 
bursements; collected 54. 1 million and received a new' target of 55 million. Last year oper- 
ated on a deficit. This year confident can get within budget. They have had to use capital- 
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investment money for day-to-day operations. Collection agency gets 10 percent. Facility 
unaware of agency’s ability , to collect from families when insurance companies come up 
short. 

Affiliations/partnerships: Dartmouth College (three doctors) and other medical schools 
(about 40 med students). Also provide physicals for DoD. 

Staff shortage: Short on nurses, technicians, pharmacists, doctors and specialists, up until 
about three months ago. They pay no finder’s fees nor retention bonuses and little recruit- 
ment bonus. Shortage of radiologists and pharmacists. Audiology is short, too, and appoint- 
ments are booked through November (seven months). One veteran said he had to wait a 
year and a half for a hearing test. 

Emergency room; 24/7, sees 40-60 patients a day, but since the hospital has no acute-care 
beds, those veterans are transported to Boston, White River or a nearby hospital. 25 per- 
cent need to be admitted. 

Long-term eare/mental health/homeless: 60 nursing-home beds but at the time of this visit, 
only 49 filled. No Alzheimer’s/deraentia or mental health beds. No numbers available on 
mental-health patients, Director thinks it’s 15-20 percent. One CBOC has a mental-health 
team. No beds for substance-abuse oases. 

Additional notes: This facility has no acute-care beds ... acute care shut down for the past 
four vears. At the beginning of the meeting, the director said, “Veterans should be treated 
by VA staff but not in a VA facility, in a leased facility,” Clearly, he favored closing down 
this VA. The second floor was closed down 16 months ago so it could be remodeled, open- 
ing up 60 more nursing-home beds. No work has begun, no contract let, the floor manager 
blamed Congress and the CARES process. Severe parking problems and no plan to correct 
them. 

Spokane VA Medical Center 
Spokane, Wash. 

May 12, 2003 

Demand and Delay: 3,000 veterans waiting, takes 18 months to see a primary-care doctor. 
Center sees 19,299 veterans. 

Funding; Budget is 870 million. Third-party reimbursement target is 82.8 million, which 
they couected. New target is 84.3 million. 

Affiliations/partnerships: University of Washington and other schools for nurses, techni- 
cians, pharmacists and clerical. Five affiliations total. 

Staff shortage: They need to hire more doctors, nurses, techs and pharmacists. Had to dou- 
ble police staff and arm them under new security requirement. 

Emergency room: VA-staffed during the day, operates 24-7 (contract-staffed at night), 
divert program. 

Long-term care/mental health/homeless: Eight mental-health beds, operates hospice care, 
2,800 mental-health patients, 500 POWs and 100 homeless. 
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Jonathon M. WainwTight Memorial VA Medical Center 
Walla WaUa, Wash. 

May 13, 2003 


Demand and Delay: 1,207 veterans waiting up to one year for primary-care doctors, 35 new 
patients per month and 11,800 veterans seek care per year. 

Funding; Budget is 335 million. Third-party reimbursement target is 31.9 million, 32.2 mil- 
lion collected. New target is 33.1 million. 

Afflliations/partnerships: Walla Walla Community College and Walla Walla College to pro- 
vide nurses and social workers. 

Staff shortage; Shortage of radiologists, nurses, technicians and certain doctors. 
Pharmacist pay has been changed three times this year. Had to hire three police officers, 
still need three more. 10-12 employees in Guard or Reserve, with one activated. 

Emergency room: No ER, but walk-in clinic for emergency care that is VA-staffed 24-7. 

Long-term care/mental health/homeless: No Alzheimer’s unit, but they have lodging for 
patients. No family lodging. Mental-health patients comprise 22 percent or 2,500 

Additional note: During the tour, a female vet told me that she comes from Oregon for 
treatment because she believes “it’s the best.” 

VA Puget Sound Health Care System 
Seattle, Wash. 

May 14-15, 2003 

Demand and Delay: Of the 455,760 veterans in the market area, these facilities served 
54,594 in 2002 and about 1,000 fewer the previous year. Among those, they average near- 
ly one visit a month per veteran. The facility has 315 acute beds, 131 nursing-home beds, 
60 domiciliary beds and five transitional homes with 60 beds. Short by 57,912 square feet 
in research space. In July 2002, the six-month waiting list was 5,000. By March it had been 
reduced to 1,500, Tele-health program reduces backlog. Expecting a 39-percent increase in 
patient load by 2012, and specialty care is expected to increase by 123 percent, inpatient 
care by 35 percent. About 600 new veterans are enrolled each month. Approximately 1,000 
compensation and pension examinations per month. Tn'enty-three out of 26 e.xaminers are 
non-VA physicians, hired on contract. Waiting period for exams is 25 days or less. 

Funding: Budget is 3296 million, up from last year’s 3275.5 million. VA provides 311.9 mil- 
lion for research, and another 3417.6 million comes from outside \’A. Third-parU' reim- 
bursements for last year were 313.2 million; target was 311.2 million; new target is 319 mil- 
lion. This VAMG has had to use capital-investment money to cover costs. 

Affiliations: Affiliated with the University of Washington medical school. 

DoD Partnerships; Sharing arrangement with Madigan Army Hospital. All the land at 
American Lake is leased from DoD, which leases it from the city and the county. If the 
Army presence ends, the property reverts back to the city. 

Staff shortage: The VAMG has 2,581 employees. Research dollars essential to keeping 
physicians. They use some J1 visa doctors. Some difficulty recruiting and retaining nurs- 
es, They pay finder’s fees for nurses, plus retention and signing bonuses. Pharmacists are 



59 


paid special rates. Of the 50 employees in the National Guard, 12 are activated. Short 
staffing has emptied beds in the ICU. Staff shortages are leading to empty beds at the 
American Lake facility. 

Emergency room: ER Operates 24/7 at American Lake and has a divert program. Between 
the two ERs, about 120 veterans are seen a day. 

Long-term care/mental health/homelessi Alzheimer’s units/nursing-home care needed at 
American Lake facility. Seismic concerns are serious, Approximately 12,600 unique men- 
tal-health patients. 

Additional note: Earthquake damage to building is a serious concern. Veterans now on the 
second floor Could not get out in case of an emergency. 

Edward Hines Jr. VA Hospital 
Hines, Dl. 

May 16, 2003 

Demand and Delay: 1,000 vets wait more than six months. Long waiting times for special- 
ty care, especially audiology. Veterans seeking care increased by 10,000. 150-200 new vets 
per week and since January they’ve had 162 Priority Group 8 veterans apply. Five of the 
seven CBOCs are full. 

Funding: Budget is .S147 million. Last year had 513-million deficit and used 5700,000 out 
of the equipment budget. Third-party reimbursements last year were 516,2 million and col- 
lected 516.8 million. New target is 522 million. 

Affiliations/partnerships: Loyola University. 

Staff shortage: Seven vacancies in specialty care. Finder’s fees and bonuses paid for spinal- 
cord specialists. Special pay for pharmacists, contract out for nurse assistants. Fifty 
employees belong to Guard or Reserve, seven called to active-duty. 

Emergency room: 24-7, sees 40-80 per day, has divert program. 

Long-term care/mental health/homeless: No beds for Alzheimer’s patients. Has hospice- 
care program, McDonald House and hoptel beds. Treats 5,000 mental-health patients and 
23 homeless veterans. Maintains psychiatric beds and leases to Catholic charities for the 
homeless. 

Fourth Mission: Employees have not yet been vaccinated for smallpox. Participated in Top 
Off disaster drill. Primary-care back-up to Milwaukee VAMG - with Milwaukee being pri- 
mary back-up to the militaiyt 

VA Chicago Health Care System 
Chicago, 111. 

May 17, 2003 

Demand and Delay: 60 inpatient beds to close, 120,000 visits per year, radiation treatment 
unavailable, treat mostly poor and indigent. 500 C&P exams. Tertlarj' care is scheduled to 
close and move to West Side. 

Funding: 5210-million budget, third-party reimbursements target was 512.8 million and 
collected 513.2 million. New target is 514.7 million. 300 faculty physicians provide free 
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care (University feels this is worth ©0 million- 050 million, while VA feels this is worth 
0100 million.) 

Affiliations/partnerships: Affiliated with Northwestern University Medical School, plus 
schools for nursing and pharmacy. 

Staff shortage: Nurses migrating to other hospitals, straining the ICU and critical-care 
units. Additionally, ER will close from midnight - 7 a.m. because of shortages. 80-90 
employees belong to Guard and Reserve, 10 have been called up. 

Long-term oare/mental health/homeless: Long-term care will go to Hines VAMC. 

Fourth Mission: This VA was involved in Top Off (disaster drill). 

Additional note: The reasons for closing this VA are suspect and have nothing to do with 
the care of the veteran. 

Mountain Home VA Medical Center 
Mountain Home, Tenn. 

May 19, 2003 

Demand and Delay: They serve 35,000 veterans, comprising only 24 percent of the mar- 
ket. There are 300 to 400 veterans waiting more than 30 days and less than 60 days for a 
primary-care appointment. They have 20 new veterans appl>ing each day. 

Funding: The budget is 0136 million. Third-party reimbursements totaled 011.3 million 
last year. The FY 2003 target is 013.2 million. They are operating at a 07.5-million deficit. 

AffiUations/partnerships: They have an affiliation with the University of Tennessee Medical 
College. 

Staff shortage: They are short doctors in urology and neurosurger>'. They have difficulty 
recruiting and retaining technicians and pharmacists. They have 37 employees in the 
National Guard or Reserve. 

Emergency room: The ER operates 24/7 and is contracted out. They treat between 50 and 
120 veterans per day. On average 27 veterans are admitted daily. On weekends six to nine 
veterans are admitted. They are authorized 111 beds but use only 81. 

Long-term care/mental health/homeless: They have a 120-bed nursing-home facility. They 
do have a hospice program and a hoptel for family members. They have a full psychiatric 
program but no Alzheimer's unit. They have a 120-day drug and alcohol program. 

Tennessee Valley Health Care System 
Murfreesboro, Tenn. r 
May 20, 2003 

Demand and Delay: They have 142 operating beds with only 123 currently filled. They 
have 50 veterans waiting less than 30 days for a primary-care appointment. They have 
denied enrollment of 543 Priority Group 8 veterans since the suspension of enrollment 
announcement. They average 55 new veterans enrolling each day. 

Funding: The budget is 0285 million. Third-party reimbursement last year was 017 mil- 
lion. They collected 019 million. The new target is 021 million. 
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Affiliations/partnerships; They have an affiliation with Vanderbilt University. 

DoD Partnerships: Sharing agreements with Fort Campbell and Fort Knox. 

Staff shortage; They have a shortage of speoialty-care doctors. They are short LPNs and 
pharmacists. They have 72 employees in the National Guard or Reserve. 

Emergency room: ER operates 24 hours a day. Nashville ER averages 50 veterans each 
day, and the Murfreesboro ER averages 55 patients. 

Long-term care/mental health/homeless: They are planning an outside therapy area for 
Alzheimer’s patients. They have 298 operating beds and 165 nursing home beds. They 
have a hospice program. They have a hoptel for families of patients. 

New Mexico VA Health Care System 
Albuquerque, N.M. 

May 28, 2003 

Demand and Delay: There are 40,000 veterans enrolled in New Mexico. They operate six 
CBOCs. Backlog is approximately 659 veterans awaiting primary-care appointments. 

Funding: The budget is S198 million. Third-party reimbursement target last year was S8 
million. They collected S7.5 million. The new target for third-party reimbursements is 
SlO.S million. 

Affiliations/partnerships; They have an affiliation with the University of New Mexico, 

DoD Partnerships; They have a sharing agreement with DoD but must renegotiate that 
agreement with each new base commander. 

Staff shortage: They are short doctors, nurses and technicians. They have 29 employees 
currentiy activated in the National Guard or Reserve. 

Emergency room: The ER is VA-staffed, open 24/7, and treats approximately 60 veterans 
each day. 

Long-term eare/mental health/homeless: They have a long-term care program. They have 
palliative-care and respite-care programs. They send Alzheimer’s and dementia patients 
to nursing homes. They have a lockdown psychiatric unit and 8,500 unique mental- 
health patients enrolled. They provide assistance to 450 homeless veterans. 

Fourth Mission; They are a primary-care receiver for the military and are involved in 
local homeland security planning. 

VA Sierra Nevada Health Care System 
Reno, Nev. 

May 29, 2003 

Demand and Delay: They treat approximately 22,727 veterans wth 178,559 visits per 
year. They have 13 veterans waiting 28 days for an appointment. They have 350 new vet- 
erans applying each month. 

Funding: The budget this year is 888.3 million. Third-party reimbursement target last 
year was 85.2 million. They collected 86.2 million and their new target is 88.4 million. 
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Affiliations/partnershipsi They have affiliations with the University of Nevada and the 
University of California, 

Staff shortage: They are short on doctors, especially specialty doctors. They are also 
short on nurses. They pay retention and signing bonuses. Nurses work overtime. They 
are short on pharmacists as well. They have 25 employees in the National Guard and 
Reserves. 

Emergency room: The ER is open 24 hours a day and staffed during daytime hours by VA 
and nights and weekend through contracted care. They treat approximately 32 veterans 
each day. 

Long-term care/mental health/homeless: They have 60 long-term care beds and no 
Alzheimer’s or dementia beds. They have a hospice program. They care for 3,200 mental- 
health patients and 400 homeless veterans. 

Fourth Mission: They are secondary receiver for military casualties. They have a local 
community homeland-security program. 


VA Central California Health Care System 
Fresno, Calif. 

June 2, 2003 

Demand and Delay: 254 veterans are waiting 57 days for their first primary-care appoint- 
ment. Growth in patient population has been 14 percent in four years. They have four 
primary-care teams. Each team treats 40 veterans each day. They average 35 new 
Priority Group 8 veterans applying each week. They have had 867 Priority Group 8 vet- 
erans apply since Januaiy. 

Funding: The budget was $86 million for FY 2002. Third-party reimbursement target was 
$ 3.5 million. They collected S3. 51 million. Their new target is S4.7 million. 

AffiUatlons/partnerships: They have affdiations with the University of California and 40 
other schools, 

DoD Partnerships: They have a DoD sharing program for MR] services. 

Staff shortage: They contract some specialty-care doctors. They offer finder’s fees and 
retention bonuses. Some overtime required. They have 26 employees who also serve in 
the National Guard or Reserve. 

Emergency room: They have no ER but do operate an intake evaluation service that 
operates 24 hours a day and is VA-staffed. 

Long-term care/mental health/homeless: They have no Alzheimer’s unit. They do treat 
Alzheimer’s patients but do not provide rooms. No hospice or hoptel. 

Fourth Mission: They are a secondary receiving site for military casualties and partici- 
pate in local homeland security plans. 
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Overton Brooks VA Medical Center 
Shreveport, La. 

June 19, 2003 

Demand and Delay; Wait times for veterans who are 50-peroent or less service-connected 
disaljled is 90 to I'lO days. Wait times for those veterans is 50 percent or higher is less 
than 30 days. 

Funding; FY 2002 budget was S109 million. FY 2003 budget was 5128 million. Third- 
party collection target was 58.8 million; 59.3 million collected. FY 2003 third-party col- 
lection target is 511.2 million. 

AffiUations/partnerships; Affiliation with Louisiana State University Health Science 
Center. 

DoD Partnerships; Agreement with the Air Force base and must renegotiate with each 
change of command. 

Staff shortage; They are short specialty doctors and technicians. They historically have 
difficulty recruiting and retaining pharmacists. They have 27 employees who also serve 
in the National Guard or Reserve. 

Emergency room; ER treats on average 11 patients per weekday and 10 patients per day 
on weekends. Total admitted each day is three. 

Long-term care/mental health/homeless; They have no Alzheimer's unit and no hospice 
or hoptel. They treated 162 homeless veterans last year. They are currently treating 
4,000 unique mental-health patients. 

Fourth Mission; They are a primary receiving site for military casualties and participate 
in local homeland security plans. 
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[From the Pittsburgh Post-Gazette, July 15, 2003] 

American Legion Assailing Veterans Administration Hospitals, Clinics 

(By Jack Kelly, National Security Writer) 

Veterans Administration hospitals and clinics are under funded and understaffed, 
and veterans feel betrayed, the American Legion plans to say at a news conference 
in Washington, D.C., today. 

Ronald Conley, national commander of the American Legion, will issue a report 
on his visits to more than 50 VA hospitals and clinics and his conversations with 
thousands of doctors, nurses, veterans and family members of veterans. 

“From nearly everyone, I found acute frustration about the lack of timely access 
to VA health care, under-use of some facilities, overcrowding in others, and incon- 
sistent budgets and budget expectations,” Conley’s prepared statement says. Conley 
is a resident of Scott but none of the medical facilities mentioned in his statement 
are located in southwestern Pennsylvania. 

With 162 hospitals, 850 clinics, 137 nursing homes and 43 domiciliaries, the De- 
partment of Veterans Affairs runs America’s largest medical system. The number 
of veterans being treated at VA facilities has more than doubled since 1998, from 
2.9 million to 6.8 million. About 25 million veterans are eligible for VA care. 

Veterans with service-connected disabilities and those with serious ailments go to 
the head of the line. But veterans with disabilities unrelated to their military serv- 
ice often must wait up to 6 months for treatment. 

Backlogs are uneven. More than 10,000 veterans wait for treatment at the VA fa- 
cility in Bay Pines, Fla., but the VA hospital in Jackson, Mississippi, just 750 miles 
away, offers next-day service. 

Conley is critical of a cost-saving measure instituted by Veterans Affairs Secretary 
Anthony Principi. This year, veterans with nonservice-connected disabilities and in- 
comes of $36,000 or more a year are not eligible for treatment at VA hospitals. The 
policy will be reviewed at the end of the fiscal year. 

Principi is breaking a promise America made to veterans, Conley said. “A veteran 
is a veteran. Anyone who raised an M-16 in basic training, ran five miles in boots 
and packs, rappelled from a helicopter into an ocean, or discovered firsthand what 
it means to fix bayonets meets the criteria. 

There should be a mandatory appropriation model for VA medical care, similar 
to what exists for Medicare, Conley said. He acknowledged this would raise costs 
of running the VA medical system far beyond the 7.7 percent increase President 
Bush has proposed. But Conley said veterans deserve it. 

“The government always seems to produce billions for foreign aid, millions for 
pork-barrel projects that range from restoring statues of mythological gods to sub- 
sidizing Elvis impersonators . . . and always enough to keep sending young men and 
women off to fight our government’s battles in foreign lands,” Conley said. 


[From the Los Angeles Times, July 15, 2003] 

VA Health System Failing, Survey Says 

(By Susannah Rosenblatt, Times Staff Writer) 

VETERANS HAVE TO WAIT UP TO HALF A YEAR FOR AN APPOINTMENT, THE AMERICAN 
LEGION REPORTS. CLINICS CAN’T KEEP UP WITH DEMAND 

Washington. — ^Veterans are waiting 6 months or more for medical care as a se- 
verely overburdened Veterans Affairs health system fails to keep pace with growing 
demand, a report to be presented to Congress today concludes. 

“Washington, D.C., operates on a mentality of statistics,” said American Legion 
national commander Ronald Conley, the author of the report. 

“We wanted to make everybody aware that these are not just numbers, but are 
actual, real people and they’re sick and they need to see a doctor and they can’t 
wait.” 

An estimated 110,000 veterans are waiting for initial appointments for non- 
service-related medical problems at hundreds of VA centers around the country, the 
VA acknowledges. 

Conley is scheduled to testify today before the Senate Veterans’ Affairs Com- 
mittee. 

The VA expects to see 4.7 million veterans in its hospitals and clinics this year, 
up more than 54 percent from 1996. The rising cost of private health insurance and 
prescription drugs have led more veterans to rely on VA medical care. About 7 mil- 



65 


lion of the nation’s 25 million veterans, or 28 percent, are receiving VA medical ben- 
efits. 

“A lot of people who may have been able to afford health insurance in the past 
are finding it difficult to afford it,” said David Autry, a spokesman for Disabled 
American Veterans. “They are turning to VA, where they feel their country should 
take care of them.” 

Dr. Robert Roswell, VA undersecretary for health, said he also attributes the in- 
flux of patients to new VA community clinics and improvements in the quality of 
care. The waiting list for appointments had been considerably longer, he added, with 
315,000 veterans on it just last summer. 

President Bush’s 2004 budget allots $27 billion for VA health care, an increase 
of 7.7 percent from last year, Roswell said. “We’re quite pleased with the support 
the President has shown,” he said, but the funds are still not enough to “keep pace 
with truly phenomenal growth.” 

The chairwoman of a Presidential task force that examined the VA health system 
in 2001 agreed with veterans’ groups that the system is unable to meet patients’ 
needs. 

“It was very clear that there were not enough resources currently available to 
fund services for veterans in a way that would allow them to get health care with- 
out undue delay,” said Gail Wilensky, now a senior fellow at Project HOPE, a 
health-care advocacy group. 

The American Legion’s Conley visited 60 VA medical facilities over 10 months, 
talking to hospital directors, doctors, nurses and patients to assess how well the sys- 
tem meets patient demand. 

The 162 hospitals, 850 clinics and 137 nursing homes that constitute the nation’s 
largest managed-care system are chronically under funded, his report concluded. 

The VA Greater Los Angeles Health Care System, one of the largest in the coun- 
try with 12 outpatient clinics and an operating budget of nearly $500 million, was 
not included in the report and a spokesman there declined to comment. 

Veterans’ groups are calling for a change in the way VA health care is funded, 
so that it would receive a guaranteed stream of income much like Medicare already 
does. 

Currently, each year’s VA spending must be set by Congress, making it subject 
to the constraints of the overall Federal budget. Such unpredictability makes it dif- 
ficult for hospitals and other facilities to operate, Conley said. 

“No matter what the number is that may actually be needed, there is no guar- 
antee that that amount of money will be provided in the end,” Autry said. “The VA 
doesn’t have enough money to begin with, we can’t plan from month to month and 
we don’t know when we’re going to get this money and how much it’s going to be.” 

In 1996, Congress relaxed eligibility requirements for VA health care, allowing 
more veterans to enroll. A generous prescription benefit is one reason that many 
have for enrolling. The VA offers a 30-day supply of each medication for a $7 co- 
payment. 

"The President’s budget includes provisions to increase the co-payment to $15 for 
higher-income veterans and eliminate it for those with lower incomes. The budget 
also proposes a $250 enrollment fee for higher-income veterans. 

An American Legion survey last year of about 4,000 veterans found the average 
wait for an appointment is 7 months and that 58 percent had appointments resched- 
uled, many for several months later. 

“All I did was put in 20 years of separations, hardships, sacrifices,” wrote one sur- 
vey responder, Robert Thomas, who served in Korea and Vietnam in the Navy. 

“The thanks I received is to be told that it will be another year before I see my 
first VA doctor.” 

Chairman Specter. Commander Conley, I want to ask you just 
a couple of questions relating to your statements about mandatory 
funding. If VA were to have been so funded this year, it would have 
a 1.4-percent increase this year. But instead of that, the VA re- 
quested an increase of 5.8 percent, and the Congress increased VA 
medical care funding by some 11.3 percent. While the veterans ap- 
propriations, I agree with you, have not been adequate, we have 
been able to do better even than the administration that is a great 
friend of the veterans. 
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What would your thinking be considering the larger amounts 
made available through the discretionary approach as opposed to 
the 1.4 percent, which would have been the mandatory increase? 

Mr. Conley. Well, Senator, first of all, the budget included $2.1 
billion in third-party reimbursements. Under the mandatory fund- 
ing, the third-party reimbursements should not come into play. If 
you take out the increase that the administration is asking for on 
a fee basis for prescription and the enrollment fee that they are 
proposing, if you take all those out of the budget, there really was 
not an increase as far as VA health care. The mandatory funding 
would actually give you the real dollars necessary for health care, 
plus you can then add on the additional amounts of money. 

What is happening now, the directors are greatly stressed in two 
areas: One is to be able to collect third-party reimbursements. I 
don’t know what formula was used on how to increase that amount 
of money by each hospital. The second is a lot of hospitals, includ- 
ing VISN’s, have to dip into their capital investment money in 
order to take care of the health care of those veterans. So now they 
don’t have any money that they can go out and buy new equipment 
and fix the roof and keep the facility from deteriorating because 
they need to do it to hire doctors and nurses. 

Chairman Specter. Let me shift gears. Commander, to the issue 
of the veterans who are enrolled for VA care in order to get VA 
pharmaceutical benefits. 

Legislation has been introduced. Senate bill 1153, which provides 
that you wouldn’t have to become an enrollee in the VA in order 
to get Medicare doctor-written prescriptions filled by the VA with- 
out first having seen a VA physician. If the veteran wanted to en- 
roll, fine, he could. But if veterans are enrolling solely to get the 
prescription benefits, it wouldn’t be necessary for them to enroll. 
That might ease the burden on the VA, but still leave the veteran 
with what the veteran is really looking for, and that is, the VA pre- 
scription program. 

Do you think Senate bill 1153 is a good idea? 

Mr. Conley. Well, what I think on that. Senator, one, is the li- 
ability if the VA is just going to hand out prescriptions and become 
a drug store without having the veteran seeing a doctor. I think 
probably the easiest way to do this is if you have Medicare reim- 
bursement, Medicare subvention, then you would have a one-stop 
shop where the veteran would go to the VA, see the doctor, get his 
prescription filled, and that would take care of it. But if you are 
going to go from outside the system and just have the VA become 
a drug store, I think it is something the American Legion has to 
seriously take a look at. 

Chairman Specter. Well, I agree with you. Commander, on the 
idea of Medicare subvention. I think that is a good idea. We have 
been trying to push that, and also third-party insurance payments 
ought to go directly to the VA installation where the service is per- 
formed to give a boost to funding available. 

But when the veterans would come with their prescriptions, they 
would have already seen a doctor. I agree with you that you should 
not dispense prescriptions without a medical authorization. But 
that having been achieved, we would appreciate your further con- 
sideration. 
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Note that I ended with 1 second left, Ron. 

Mr. Conley. Yes. 

Chairman Specter. Senator Running. 

Senator Running. Thank you, Mr. Chairman. 

Mr. Conley, you said some good things in your testimony about 
VA affiliation with medical schools. Do you think that the VA 
should be actively increasing their dealings with medical schools? 

Mr. Conley. Absolutely. One of the things that I was able to no- 
tice, first of all, with affiliation with schools, it brings research 
money into the VA, and I was just in Oklahoma and they received 
a total of $4 million — or $6 million in research money. Two million 
of that comes out of the VA budget. The rest of it is from outside 
grants that they invest into the research program. 

You are also able to achieve probably the best physicians in the 
world that work at the VA because of their associations with the 
medical schools. Over 50 percent of doctors in our country have 
been trained through the VA. So we see so many things that are 
positive about it. 

Some of the hospitals, such as Oklahoma, they end up paying 
part of the physician’s pay because the VA cannot afford to pay the 
salaries that some of these physicians require. So the schools them- 
selves then pick up their salaries. 

The thing that greatly disturbs me about Chicago is that North- 
western University has gone out of their way to try to keep a hos- 
pital there by offering a whole hospital to the VA for free. All they 
have to do is maintain it. They give them 300 doctors at no cost 
to the VA a year to help keep their population down, but the VA 
turned that request down. That is something I am having a hard 
time understanding. 

Senator Running. Well, what was the explanation of the Vet- 
erans Administration? Have you approach them on that? 

Mr. Conley. Yes, sir, and we do not have an explanation. If you 
go through — we have the full records of my visits to these hos- 
pitals, and 

Senator Running. Well, could you make that specific connection 
between Northwestern University and the VA hospital in Chicago, 
the report on that? Is that part of your report? 

Mr. Conley. Yes, sir. 

Senator Running. Okay. That is something that I will get into. 
I have not read that portion. 

Mr. Conley. Well, if it is not in there, it should be. 

Senator Running. It should be. 

Mr. Conley. It should be in there. 

Senator Running. Okay. Let me ask you a further question. Do 
you think that the VA should locate new facilities near medical 
school campuses when possible? In other words, I know where the 
VA hospital is in Louisville, for instance, and that is not near any 
medical school in the Louisville area because one is in eastern Jef- 
ferson County and the other one is in southern Jefferson County. 

If, in fact, we were to get the ability to locate a new VA hospital 
or a facility in Louisville, it would behoove us to move it a lot closer 
to the University of Louisville where the medical school and the 
doctors are more available for training? Was it my understanding 
of what you said that 50 percent — did you just make the statement 
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a minute ago that 50 percent of the training of doctors in our med- 
ical schools have some relationship to the VA? 

Mr. Conley. That is correct. 

Senator Bunning. That is also in the report, I assume. 

Mr. Conley. That should he in there. But that is correct. The 
number of doctors in our country, at least 50 percent 

Senator Bunning. Either had something to do with the VA hos- 
pitals or were trained and spent time as an intern or whatever it 
might be. 

Mr. Conley. Yes. Steve just mentioned the senior member of the 
Republican Senate is an example who was trying 

Senator Bunning. Ted Stevens. 

Mr. Conley. Senator Frist. 

Senator Bunning. Well, Ted is the Senior Member of the Senate, 
isn’t he? Yes, Ted Stevens. You are talking about the Leader. 

Mr. Conley. Majority Leader. 

Senator Bunning. Majority Leader, okay. He is not the oldest 
guy in the Senate, though. 

[Laughter.] 

Senator Bunning. I think the satisfaction of veterans who are ac- 
tually receiving care speaks well for the changes made in the VA 
in recent years, especially in the quality of the care, as you men- 
tioned. But, unfortunately, the VA is often unable to recruit and re- 
tain many of our best doctors and nurses because of salaries and 
other issues. 

When visiting the medical centers, what did the doctors and 
nurses and other personnel have to say to you about their working 
conditions? What did they say could help improve those conditions 
and their jobs? This is my last question. 

Mr. Conley. I don’t want you to repeat that again, but how they 
can improve 

Senator Bunning. In other words, in talking to the doctors, 
nurses, and other personnel, what was the main thrust how their 
job conditions and the improvement in the health care facilities 
that they are providing for the veterans in, how can we do better 
and make their jobs easier and more functional? 

Mr. Conley. By being able to hire more doctors and nurses. A 
lot of them are placed under stress because of having to work over- 
time in order to fulfill that commitment. 

When I visited Togus, Maine, Senator Snowe traveled with me, 
and this was reported to her, not to me, as we walked through the 
hospital. A patient came up to Senator Snowe and said that the 
nurse was just getting ready to dispense medication to him again 
for the second time. The reason was that she was totally exhausted 
from working overtime that she forgot that she already dispensed 
that medication. 

So the care is good, and that is just one incident off the side. The 
quality of care was excellent wherever I went. The problem is that 
they are under a lot of stress because of so much overtime or there 
is not enough nurses, doctors, or technicians to fulfill the need of 
giving that care. 

Senator Bunning. Thank you, Mr. Chairman. 

Chairman Specter. Thank you very much. Senator Bunning, 
and thank you. Commander Conley, thank you, Mr. Robertson, Mr. 
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Gaytan, and Mr. Spanogle. Thank you, ladies and gentlemen, who 
have come here to hear the Commander’s testimony. 

Mr. Conley. We want to thank you, too. Senator. 

Chairman Specter. Thank you. 

That concludes our hearing. 

[Applause.] 

[Whereupon, at 3:21 p.m., the committee was adjourned.] 




APPENDIX 


Prepared Statement of Hon. Bob Graham, U.S. Senator From Florida 

Thank you, National Commander Conley and the American Le- 
gion for both your testimony and your report on the condition of VA 
health care in America. You are to be congratulated for your “I am 
Not a Number” Campaign. Waiting times for both primary and spe- 
cialized care remain abysmal, but you’ve managed to put a very 
real face on the problem. 

For example, one veteran profiled in the American Legion report 
from Arcadia in my home State of Florida, detailed his plight in 
trying to obtain his first doctor’s appointment at the Fort Myers 
VA Medical Center. He describes how despite applying in early 
2000, he was not enrolled until December of 2001, and has been 
waiting another whole year to be scheduled for his first appoint- 
ment. He spent 20 years in the military, which included service in 
both Korea and Vietnam. It is truly shameful that veterans are 
being treated this way by the very system designated to take care 
of them following their service to this country. 

The Administration has chosen to blame Congress for the long 
waiting times. Officials blame Congress for opening up VA’s 
doors — in 1996 — to all eligible veterans. This move is known as 
“eligibility reforml” and was done to correct the problem described 
in Commander Conley’s testimony. Prior to eligibility refoml, the 
Veterans Health Administration operated under a very complex 
system. As Commander Conley’s testimony points out, “There were 
no defined health benefits packages, no reliable data projecting fu- 
ture patient population . . . Access to the system was severely lim- 
ited to only three groups of veterans: service-connected disabled 
veterans, other disabled veterans, and economically indigent vet- 
erans.” 

For years, when we looked at the VA health care system, we fo- 
cused on the declining veteran population and declining demand. 
We are in a totally different predicament today. More veterans are 
turning to the VA health care system, and that is a success story. 

There can be little doubt that the proposed funding for medical 
care in the President’s budget is below the amount needed to fully 
fund the system. Veterans Service Organizations estimate that “the 
President’s budget is, at a minimum, some $2 billion below what 
is required to assure veterans the health care services they earned 
in military service.” 

In addition, the Administration’s approach to deal with bur- 
geoning numbers is to directly reduce demand by cutting off enroll- 
ment to higher-income veterans and to artificially reduce demand 
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by impinging new deductible and cost sharing requirements on 
those already enrolled. This is unacceptable. 

In my view, the only real path — the path that reflects the true 
sacriflce of our veterans — is to own up to the demand for health 
care services and provide funding. I am pleased that the Con- 
ference Report on the Budget Resolution approximates the increase 
for VA health care recommended by the consortium of veterans’ 
services organizations that author the Independent Budget for Fis- 
cal Year 2002, and I will work to make these numbers real. 

Commander Conley also discusses the CARES process in his tes- 
timony. CARES is designed to better prepare VA to serve veterans 
in the future, and I totally support this kind of examination of VA 
care. But, it is absolutely critical that this be done right because 
there is too much at stake. So far, I have been disappointed in 
CARES because of the lack of attention to the future health care 
needs of veterans, including long-term care and alternatives to 
nursing home care. As Commander Conley points out, despite the 
incredible demand for long-term care, VA has chosen to ignore it 
in its planning for the future. 

I remain adamant that when considering the future of VA, a key 
factor must be the aging veterans population. Right now, there are 
10 million veterans over age 65. Even the number of veterans age 
85 or older will double by 2012. Given these demographics, I am 
as perplexed as Commander Conley as to why the demand for long- 
term care has been ignored. 

Another serious concern is that VA appears to be manipulating 
the CARES process. In early June, 20 facilities submitted their rec- 
ommendations to VA as part of the process, but were subsequently 
requested to re-evaluate their plans in order to find a way to move 
from 24-hour operations to 8-hour-a-day clinics. Not only does this 
action appear to target long-term care beds in particular — since 
these 20 facilities currently house thousands of veterans in need of 
long-term care — ^but it also appears to be a significant manipula- 
tion of the CARES process. 

As ranking member of the Senate Committee on Veterans’ Af- 
fairs, I appreciate your insights into the challenges of VA’s health 
care system. While the problems may seem significant, I am con- 
fident that we can work together to improve VA health care for all 
veterans. Veterans are depending on us. 

Thank you. 
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